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FOREWORD 


The  research  reported  here  presents  data  on  reasons  for  medical  disqualifications 
among  men  examined  for  military  service  during  the  period  August  1 9fi9  through  January 
1970.  Recent  years  have  seen  an  increase  in  the  medical  disqualification  rates.  This  report 
attempts  to  identify  possible  causes  for  this  increase. 

The  data  for  this  report  were  obtained  from  the  Office  of  the  Surgeon  General, 
Department  of  the  Army. 

This  research  was  conducted  under  the  sponsorship  of  the  Assistant  Secretary  of 
Defense  (Manpower  and  Reserve  Affairs).  The  analysis  was  carried  out  by  Dr.  Bernard  D. 
Karpinos,  Senior  Scientist,  Division  No.  7,  HumRRO,  Alexandria,  Virginia.  The  work  was 
performed  under  Contract  DAHC  15-72-C-01JJ3. 
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LONG  STANDING  PROBLEMS 

Variations  in  Qualifying  for  Military  Service 

Results  of  examination  of  youths  for  military  service  have  consistently  indicated 
wide  ethnic  and  geographic  variations  in  the  qualification  of  these  youths  for  such 
service.  This  is  specifically  true  with  respect  to  qualification  of  draftees —registrants  within 
the  Selective  Service  System  forwarded  by  the  local  boards  to  the  Armed  Forces 
Examining  and  Entrance  Stations  (AFEES)  for  determining  their  acceptability  for 
military  service— as  distinguished  from  voluntary  applicants  for  enlistment.  The  present 
analysis  is  basically  confined  to  draftees.  A further  important  distinction  is  made,  for 
proper  analysis,  between  draftees  forwarded  to  the  AFEES  for  “initial”  examination 
(“not  previously  examined  draftees”)  and  those  forwarded  for  re-examination 
(“previously  examined  draftees”). 

Qualification  Criteria 

Three  fundamental  criteria— moral,  mental,  and  medical— determine  a youth’s  qualifi- 
cation for  military  service.  These  criteria,  or  standards,  are  promulgated  in  special  Army 
regulations  (3,  4,  5,  6). 

With  respect  to  moral  qualification,  the  regulations  provide  that  the  following 
persons  could  not  qualify  for  military  service:  (a)  those  having  certain  criminal  records; 
(b)  those  exhibiting  criminal  tendencies,  involving  alcoholism,  drug  addiction,  or  other 
traits  of  character  rendering  them  unfit  to  associate  with  military  personnel;  and  (c)  those 
who  have  been  previously  separated  from  the  Armed  Forces  under  conditions  other  than 
honorable,  or  for  the  good  of  the  service. 

With  respect  to  mental  qualification,  prior  to  August  1958  the  minimum  require- 
ment was  a percentile  score  of  10  on  the  Armed  Forces  Qualification  Test  (AFQT),  as 
was  established  by  the  Congress.  Youths  failing  to  meet  the  minimum  score  (below  10 
percentile)  were  termed  “Mental  Category  V.”  From  the  time  it  was  initiated  (1950) 
until  August  1958,  the  AFQT  was  the  only  mental  test  (except  for  the  Spanish  test  in 
Puerto  Rico)  used  for  determining  mental  qualification  for  military  service. 

In  August  1958,  additional  mental  tests  and  additional  minimum  mental  require- 
ments were  introduced.  The  tests  consisted  of  a series  of  aptitude  area  tests,  formerly 
administered  at  the  reception  stations  for  classification  (assignment)  purposes,  which  were 
transferred  to  the  AFEES  for  supplementary  testing,  to  be  used  with  the  AFQT.  These 
tests  were  initially  termed  the  Army  Classification  Battery  (ACB)  and  were  to  be  given  to 
youths  with  a percentile  score  of  10  through  30  on  the  AFQT  (Mental  Category  IV).  In 
September  1961,  the  ACB  tests  were  replaced  by  an  equivalent  AQB-1  (Army  Qualifi- 
cation Battery)— a shorter  (time-saving)  test  that  was  presumably  better  adapted  for 
measuring  the  narrower  range  of  aptitudes  required  as  a screening  device  at  the  AFEES. 
A new  version  of  AQB,  which  is  still  in  effect,  was  adopted  in  July  1962.  It  comprises 
seven  aptitude  areas:  Infantry;  Armor,  Artillery,  or  Engineering;  Electronics;  General 
Maintenance;  Motor  Maintenance;  Clerical;  and  General  Technical.  The  minimum  AQB 
requirements  have  varied  greatly  (raised  twice  soon  after  AQB  was  introduced,  and 
subsequently  lowered).  The  highest  AQB  minimum  prevailed  from  May  1963  through 
October  1965;  the  lowest  AQB  minimum  is  at  present,  under  “Project  100,000”  (14). 

The  minimum  standards  for  medical  (physical  and  psychiatric)  acceptability  were 
also  specified  by  the  Congress,  in  stating  that  they  “shall  not  be  higher  than  those 
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applied  to  persons  inducted  between  the  ages  of  18  and  26  in  January  1945”  (14).  The 
current  medical  procurement  standards  became  effective  in  January  1961  (5),  presumably 
in  compliance  with  the  medical  provisions  prescribed  by  the  Congress. 

Disqualification  by  Cause 

In  accord  with  these  qualification  criteria,  youths  disqualified  for  military  service  are 
classified  as  follows,  by  disqualifying  cause: 

(1)  Administrative  reasons— referring  essentially  to  youths  disqualified  for  moral 
reasons. 

(2)  Failed  AFQT— youths  scoring  below  10  percentile. 

(.3)  Failed  additional  mental  requirements— youths  in  mental  category  IV  failing 
to  meet  the  current  AQB  requirements. 

(4)  Medical  reasons-  failing  to  meet  the  current  procurement  medical  standards. 
Youths  so  classified  have  one  disqualifying  cause.  There  are,  however,  youths  who  fail  to 
meet  both  the  medical  and  the  mental  requirements  (“overlapping  group”).  Hence,  in 
evaluating  separately  either  the  medical  or  the  mental  qualifications,  this  “overlapping 
group”  is  to  be  added  to  either  evaluation. 


\\ 
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On  the  basis  of  general  knowledge  about  the  health  status  and  the  educational 
achievement  (the  latter  positively  correlated  with  AFQT)  of  various  population  groups, 
and  about  the  relationship  of  these  characteristics  to  socioeconomic  status,  it  would  be 
expected  that  draftees  who  had  relatively  low  disqualification  levels  for  mental  reasons 
(presumably  reflecting  a relatively  high  socioeconomic  status)  would  also  have  relatively 
low  disqualification  for  medical  reasons,  and  vice  versa.  However,  past  and  present 
experience  relating  to  the  processing  of  draftees  for  military  service  indicates  quite  the 
contrary. 

By  ethnic  group,  white  draftees  who  show  relatively  low  disqualification  rates  for 
mental  reasons,  reveal  unexpectedly  high  disqualification  rates  for  medical  reasons. 
Conversely,  Negroes  who  show  relatively  high  disqualification  rates  for  mental  reasons 
indicate  unexpectedly  low  disqualification  rates  for  medical  reasons.1 

By  geographic  area,  a similar  inverse  relationship  was  found:  Areas  with  low  mental 
disqualification  rates  had  high  disqualification  rates  for  medical  reasons,  and  vice  versa.  It 
should  be  noted  that  the  ethnic  differences  persist  regardless  of  the  geographic 
differences.  In  other  words,  the  ethnic  differences  persist  about  equally  within  each 
geographic  area. 

Analogously,  extensive  differences  were  revealed  by  recent  data  relating  to 
disqualification  for  medical  reasons  by  educational  level.  The  better-educated  draftees  had 
higher  medical  disqualification  rates,  specifically  at  the  college  level. 

There  is  certain  evidence  that  potential  diagnostic  evaluations  will  actually  disclose 
relatively  higher  prevalence  of  certain  disqualifying  defects  when  comparing,  say  white 
with  Negro  draftees,  or  North  with  South,  or  college  draftees  with  those  of  a lower 
educational  level.  However,  it  seems  likely  that  this  would  not  suffice  to  explain  the 
persisting  significant  discrepancies  in  the  medical  disqualifications. 
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Naturally,  these  medical  findings  have  caused  much  military  and  social  concern  and 
have  prompted  the  Department  of  Defense  to  initiate  a special  study  to  determine  the 
reasons  for  these  differences.1 


Primary  Concerns 

The  DoD  authorization  for  the  study  stated  a need  for  a thorough  examination  of 
the  adequacy  and  consistency  of  application  of  current  medical  examination  procedures 
both  at  the  AFEES  and  at  the  reception  stations  of  the  four  Services.  As  will  be  shown 
later,  the  findings  indicated  not  only  a serious  procedural  problem  in  the  medical 
examination  process— that  is,  not  only  a problem  relating  to  the  application  of  the 
medical  standards— but  simultaneously  a problem  in  the  standards  themselves. 

The  seriousness  of  the  problem  lies  in  the  fact  that  it  almost  precludes  a proper 
evaluation  of  the  medical  qualification  of  youths  for  military  service— essential  from  a 
military  manpower-procurement  point  of  view,  especially  in  view  of  an  impending  zero 
draft.  Even  more  serious  is  the  fact  that  these  findings  indicate  unexpected  socioeconomic 
disparities. 

Medical  Disqualification  Study 

It  became  clear  at  the  beginning  of  the  planned  study  that  in  order  to  obtain,  as 
fully  as  possible,  comprehensive  answers  to  these  concerns,  a complete  inventory  of  all 
youths  examined  for  military  service  should  be  obtained  from  the  AFEES— both  draftees 
and  voluntary  applicants  for  enlistment.  Such  an  inventory  should  contain  all  available 
differential  data  on  the  examined  youths  that  could  affect  their  medical  qualification— 
namely,  age,  ethnic  classification,  educational  attainment,  AFQT  score,  geographic  area, 
and  individual  AFEES.  Plans  for  obtaining  and  tabulating  such  data  were  developed  so 
that  the  overall  results  of  the  examinations,  as  well  as  the  diagnostic  data,  could  be 
analyzed  in  terms  of  these  variables.  These  data  were  to  be  supplemented  by  additional 
related  data,  such  as  height,  weight,  and  blood  pressure.2  The  ultimate  objectives  were  to 
discern  the  independent  effects  of  each  of  these  variables,  as  well  as  their  interdependent 
effect,  in  order  to  get  at  the  root  of  these  long-observed  differences  in  the  medical 
disqualifications.  ' 

Although  conceived  in  midyear  1967,  the  study  was  implemented  about  two  years 
later,  in  August  1969,  because  of  the  many  technical  problems  to  be  solved.  The  study, 
which  came  to  be  known  as  the  “Medical  Disqualification  Study,”  comprises  the  experi- 
ence of  the  six-month  period  from  August  1969  through  January  1970.  The  tabulated 
data  for  analysis  became  available  during  the  last  quarter  of  1971.  (Such  differential  data 
as  were  provided  for  the  “Medical  Disqualification  Study”  continue  to  be  assembled  and 
processed  by  the  same  procedures  established  for  that  study,  thus  allowing  continuous 
analyses.) 


1 Memorandum  from  the  Assistant  Secretary  of  Defense  (Manpower  and  Reserve  Affairs)  to  The 
Secretaries  of  the  Military  Departments;  Subject:  Application  of  Medical  Standards  at  Armed  Forces 
Examining  and  Entrance  Stations  and  at  Reception  Centers  of  the  Services;  dated  14  July  1967. 

2 See  Appendices  B and  C. 
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IMMEDIATE  PROBLEM 

Recent  Increase  in  the  Medical  Disqualifications 

On  top  of  these  long  standing  problems  and,  unquestionably,  as  a direct  result  of 
these  problems,  there  recently  emerged  an  additional  crucial  medical  problem— namely,  a 
recent  sharp  increase  in  the  medical  disqualification  of  draftees.  Without  losing  sight  of 
the  ultimate  objectives  of  the  study,  it  was  thought  pertinent  to  undertake  an  immediate 
analysis  of  these  recent  changes  by  comparing  current  data  that  became  available  from 
the  “Medical  Disqualifications  Study”  with  past  data.  The  pertinence  of  such  an  analysis 
was  dictated  not  only  by  the  urgency  of  this  immediate  problem,  but  by  the  conviction 
that  such  a comparative  analysis  would  prove  very  helpful  toward  the  analysis  of  the 
long-standing  problems. 

The  steady  increase  in  the  disqualification  of  draftees  for  military  service  for  medical 
reasons  has  become  most  pronounced  of  late.  During  the  six-year  period  from  1966 
through  1971,  the  medical  disqualification  rate  on  “initial  examination”  (“not  previously 
examined”  draftees)  rose  from  24.2%  in  1966  to  39.9%  in  1971,  an  absolute  increase  of 
15.7%  and  a relative  increase  of  64.9%.'  To  be  sure,  certain  outside  factors— beyond  the 
control  of  the  AFEES— have  been  responsible  for  this  increase.  The  primary  contributor 
is,  of  course,  the  strong  prevailing  tendency  among  certain  youths  to  avoid  military 
service.  Whether  ideologically  motivated  by  an  antagonistic  attitude  toward  the  war,  or 
by  a simple  unwillingness  to  serve,  this  tendency  has  obviously  led  to  careful  study  of  the 
medical  standards,  to  “sought-for”  better  knowledge  about  potential  disqualifying  defects, 
and  to  documentation  of  such  defects  by  presenting  doctor’s  certificates  or  other 
supporting  evidence  to  the  AFEES.  It  has  been  most  advantageously  exploited  by  those 
draftees  who  have  the  available  means  to  do  so— namely,  by  the  better  educated  draftees 
and  by  those  in  the  higher  socioeconomic  status.  (The  greatly  expanded  draft-counseling 
services  in  religious,  community,  and,  principally,  educational  institutions  have  been 
playing  a major  role  in  this  respect.) 

These  are  well-recognized  facts.  However,  there  still  remains  the  question:  Is  there 
something  in  the  medical  standards  per  se,  or  in  their  application,  that  provides  the 
proper  medium  for  these  outside  factors  to  operate  so  advantageously?  To  find  an 
answer(s)  to  this  question,  it  was  thought  essential,  as  stated  before,  to  undertake  an 
evaluative  study  of  the  past  and  present  experience  in  regard  to  the  disqualification  for 
medical  reasons. 


APPROACH 

Goals.  In  undertaking  the  evaluative  study,  the  main  goals  were  (a)  to  determine  the 
particular  diagnoses  that  have  been  mainly  accountable  for  the  recent  increase  in  the 
medical  disqualifications;  (b)  to  examine  the  corresponding  standards;  and  (c)  to  trace  any 
changes  in  these  standards,  or  in  their  application,  that  could  have  led  to  these  increases. 

Data  Used.  Diagnostic  data  for  1957-1958  period  (the  most  recent  available  data 
prior  to  1961,  when  the  current  medical  standards  became  effective)  were  compared  with 
the  current  data,  from  August  1969  through  January  1970,  as  available  from  the 
“Medical  Disqualification  Study.” 

1 See  Table  2 and  Figure  1 . 
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Some  388,000  “not  previously  examined”  draftees  were  included  in  the 
1957-1958  study  and  the  number  medically  disqualified  was  about  80,000.  Some 
555,000  “not  previously  examined”  draftees  were  included  in  the  “Medical  Disqualifica- 
tion Study”  and  the  number  medically  disqualified  was  about  174,000. 

In  1957-1958,  the  disqualification  rate  for  medical  reasons  was  20.5%  on  initial 
examination,  as  compared  with  the  corresponding  rate  of  31.3%  in  the  “Medical  Disquali- 
fication Study.”  The  latter  rate  is  thus  one  and  one-half  times  as  high  as  it  was  in 
1957-1958— about  12  years  ago.1 


LEADING  DIAGNOSES 

The  leading  diagnoses  that  have  been  mainly  responsible  for  the  increases  in  the 
medical  disqualifications  were  found  to  be  as  follows  (arranged  in  order  of  importance): 
overweight  and  underweight;  hypertension;  defects  of  joints;  defective  hearing  and  uni- 
lateral deafness;  congenital  malformations;  abnormal  urinary  constit  -'ts;  and  skin  and 
cellular  diseases.2  Possible  underlying  causes  that  could  have  brought  u mcrease 

in  their  respective  disqualifications  are  discussed. 

Overweight  and  Underweight 

“Overweight”  and  “underweight”  combined  head  the  list  of  the  leading  diagnoses 
accountable  for  the  recent  increase  in  the  medical  disqualifications.  The  disqualification 
rate  for  overweight  increased  during  this  period  from  1.2%  to  4.3%,  and  that  for 
underweight  from  0.4%  to  1.1%— in  spite  of  the  fact  that,  during  this  period,  the 
weight-height  standards  were  twice  revised  upward,  and  significantly  so.3 

The  current  disqualification  rate  for  overweight  is  about  four  times  as  high  as  it  was 
in  1957-1958;  that  for  underweight  about  tripled.  Currently,  the  disqualifications  for 
overweight  and  underweight  comprise  some  17.3%  of  all  medical  disqualifications;  in 
1957-1958  the  corresponding  figure  was  7.4%.  Overweight  and  underweight  account  for 
36.2%  of  the  recent  increase  in  the  medical  disqualifications. 

The  detailed  analysis  of  the  weight-height  data  and  the  underlying  causes  for  their 
increased  disqualification  rates  suggests  the  following: 

(1)  A weight-height  study  is  to  be  undertaken  based  on  current  data.  The 
study  is  to  be  accomplished  separately  for  draftees  and  applicants  for 
enlistment,  inasmuch  as  the  data  for  draftees  might  be  significantly  biased 
by  “purposive”  overweight  and  “purposive”  underweight.  It  is  to  be  done 
by  ethnic  group  and  age,  in  two-year  age  intervals.  (The  current  weight- 
height  standards  are  in  terms  of  16-20  and  21-25  years— too  wide  age- 
intervals,  especially  for  the  younger  age  group. 

(2)  The  maximum  and  minimum  should  be  established  on  the  basis  of  the 
actual  distributions  and  statistically  determined  ranges. 

(3)  The  “overweights”  and  “underweights”  who  entered  the  military  service 
under  the  Medical  Remedial  Program  (MREP)  (Project  100,000)  should  be 
evaluated  as  to  their  military  service  effectiveness. 

1 Table  4. 

2 Table  6. 

JTable  7 and  Figure  2. 
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(4)  Flexibility  in  the  standards,  lacking  now,  should  be  reintroduced. 

(5)  Additional  criteria  might  be  provided,  especially  for  judging  overweight 
not  limited  exclusively  to  weight-height  relationship.  This  might  desirably 
lead  to  “differential”  weight-height  standards,  adoptable  to  different  joh 
assignments  within  the  military  service. 


Hypertension 

Hypertension  is  the  second  leading  diagnosis  accountable  for  the  recent  increase  in 
the  disqualifications  for  medical  reasons.  The  disqualification  rate  for  hypertension 
increased  from  0.8%  in  1957-1958  to  3.1%  at  present.  The  current  rate  is  thus  about  four 
times  as  high  as  it  was  formerly.  In  1957-1958,  hypertension  comprised  about  4%.  of  all 
medical  disqualifications;  currently,  the  corresponding  figure  is  about  10%,.  Over  one- 
fifth  (21.5%)  of  the  total  increase  in  the  medical  disqualification  is  due  to  hypertension. 

Oddly  enough,  the  analysis  of  the  present  data  for  hypertension  indicates  that  its 
disqualification  rate  is  lower  than  could  have  been  anticipated  had  a proper  quantitative 
evaluation  been  made  at  the  time  when  the  current  standards  for  hypertension  were 
established.  Prior  to  1961,  when  the  new  standards  became  effective,  the  standards  for 
hypertension  for  all  age  groups  were  blood  pressure  of  above  150-mm.  Hg.  systolic  or 
above  90-mm.  Hg.  diastolic-.  Currently,  the  standards  for  those  under  35  years  of  age  is 
140-mm.  Hg/91-mm.  Hg.— fully  applicable  to  the  present  draftees. 

The  increase  in  the  disqualification  for  hypertension  is  lower  than  would  be 
expected  under  the  changed  standards  because  blood  pressures  at  the  AFEES  are  under- 
read. This  is  conclusively  substantiated  by  much  evidence  presented  in  the  analysis  of 
“hypertension.”  (In  discussions  of  the  medical  standards  it  has  usually  been  stated  that 
these  remained  “stable”  and  that  no  basic  changes  have  been  introduced  by  the  current 
regulations  on  medical  standards— clearly,  an  incorrect  statement,  especially  with  regard 
to  hypertension.) 

Briefly,  if  the  standards  are  proper,  the  AFEES  then  qualify,  hy  under-reading  the 
blood  pressure,  many  draftees  who  should  be  disqualified— except,  of  course,  those  who 
are  knowledgeable  about  the  standards  and  make  the  AFEES  adhere  to  them.  On  the 
other  hand,  if  those  who  qualify  for  military  service  because  their  blood  pressure  is 
under-read  perform  effectively  in  the  military  service,  then  the  blood  pressure  standards 
should  be  changed.  The  current  findings  clearly  corroborate  what  was  expertly  stated 
about  a quarter  of  a century  ago  with  respect  to  blood  pressure  standards  in  the 
military,  namely:  “The  range  of  normal  blood  pressure,  both  systolic  and  diastolic,  is  still 
not  clearly  defined,  and  critical  levels  about  which  it  is  unsafe  or  unwise  to  accept  a 
registrant,  have  not  been  established  on  a sound,  factual  basis”  (8). 

The  following  pressing  goals  are,  therefore,  indicated: 

(1)  Establishment  of  appropriate  means  for  obtaining,  as  far  as  possible, 
accurate  blood  pressure  readings. 

(2)  When  (1)  is  accomplished  and  sufficient  data  become  available,  a compre- 
hensive study,  based  on  these  data,  for  evaluating  the  distributions  of 
examinees  by  systolic  and  diastolic  blood  pressure  in  terms  of  ethnic  group, 
age,  and  presumably  weight,  in  view  of  the  fact  that  blood  pressure  is  a 
function  of  weight  as  of  age  (10,  20). 

(3)  Appropriate  follow-up  studies  on  blood  pressure  within  the  Armed  Forces 
to  establish  standards  on  a “sound,  factual  basis”— as  suggested  a quarter 
century  ago  and  still  critically  needed  now. 
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(4)  Appraisal  of  the  existing  blood  pressure  standards  on  the  basis  of  these 
distributions  and  follow-up  studies. 

(5)  Preparation  of  appropriate  blood  pressure  tables,  by  age,  ethnic  group,  and 
perhaps,  weight. 

Such  an  overall  appraisal  might  lead  to  redefining  hypertension,  should  it  indicate  that 
the  current  standards  are  unjustifiable. 

Defects  of  Joints 

The  disqualifications  for  defects  of  the  joints  rank  third  as  a cause  of  the  recent 
increase  in  the  medical  disqualifications.  The  disqualification  rate  doubled  from  1.0%  to 
2.1%.  Some  11%,  of  the  recent  increase  in  the  medical  disqualifications  are  accounted  for 
by  disqualifications  for  defects  of  the  joints.  In  1957-1958  these  defects  comprised  about 
5%  and  now  about  7%  of  all  disqualifications  for  medical  reasons. 

Studies  of  separations  for  medical  reasons  for  EFTS  ( Existed  Prior  To  Service) 
conditions  indicate  that  somewhat  over  one-third  of  the  separations  were?  for  “orthopedic 
defects”— which  include,  of  course,  defects  of  the  joints— not  detected  at  the  A FEES 
(25).  The  EPTS  separations  have  been  sharply  criticized  and  brought  about  investigations 
by  Congress.  As  a consequence,  more  careful  screening  at  the  A FEES  might  be  respon- 
sible for  this  increase— surely  to  be  considered  desirable.  However,  this  does  not  rule  out 
the  possibility  that  here  too  socioeconomic  factors  may  play  an  important  part. 

Defective  Hearing 

Defective  hearing  is  the  fourth  leading  cause  for  the  recent  increase  in  the  medical 
disqualification.  This  disqualification  rose  from  0.4%  to  1.3%  during  the  period  under 
consideration.  The  increase  is  apparently  due  to  changed  procedures  established  at  the 
AFEES  for  determining  auditory  acuity,  as  well  as  to  changed  standards  of  acceptability. 

Formerly,  auditory  determination  was  made  primarily  on  the  basis  of  the  whispered 
and  spoken  voice.  Currently,  such  determination  is  made  on  the  basis  of  audiometric 
hearing,  presumably  a more  accurate  determination.  Furthermore,  profile  3 (H-3)  on  the 
audiometric  testing  was  eliminated  in  1962  as  “acceptable.” 

For  a proper  evaluation  of  the  audiometric  standards,  it  is  recommended  that  a 
comprehensive  study  be  undertaken  to  determine  the  distribution  of  the  examinees  by 
the  various  audiometric  readings,  by  age  and  ethnic  group.  Data  for  such  a study  are 
available  from  the  Standard  Form  88  (Report  of  Medical  Examination;  Item  71; 
Appendix  C-3),  but  are  not  coded  at  the  present. 

Other  Leading  Diagnoses 

The  five  leading  diagnoses  discussed  above  account  for  over  three-fourths  (77.4%)  of 
the  recent  increase  in  the  medical  disqualifications.  The  other  leading  diagnoses'  account 
for  an  additional  16.4%,,  so  that  altogether  these  diagnoses  are  responsible  for  94.0%  of 
the  recent  increase  in  the  medical  disqualifications. 


' Table  6. 
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DRAFTEES: 

DISQUALIFICATIONS  FOR  MILITARY  SERVICE 
FOR  MEDICAL  REASONS-AN  ANALYSIS  OF 
TRENDS  OVER  TIME 


INTRODUCTION 


OBJECTIVES  OF  THE  STUDY 

On  14  July  1967,  the  Assistant  Secretary  of  Defense  (Manpower  and  Reserve 
Affairs)  issued  a memorandum  for  the  Secretaries  of  the  Military  Departments,  Subject: 
Application  of  Medical  Standards  at  Armed  Forces  Examining  and  Entrance  Stations 
and  at  Reception  Centers  of  the  Services.  Both  the  underlying  reasons  that  prompted 
its  issuance  and  the  objectives  are  succinctly  stated  in  the  memorandum  (Appendix  A). 
To  quote: 

(1)  With  respect  to  the  underlying  reasons: 

"Results  of  preinduction  examinations  of  draftees  for  military  service 
in  1966  reveal  that  a much  greater  percentage  of  whites  are  disquali- 
fied for  medical  reasons  than  are  Negroes  in  all  geographical  areas  of 
the  United  States.  Other  available  evidence  indicates  that  medical 
rejection  rates  are  also  much  higher  for  college  graduates,  ge-«rally, 
than  for  men  with  lesser  educational  achievement.  These  findings 
appear  to  be  inconsistent  with  the  general  assumption  that  groups  in 
the  population  with  less  access  to  medical  services  and  lower 
standards  of  living  are  more  likely  to  suffer  from  certain  types  of 
medical  disabilities. 

"It  is  also  noted  that  a wide  variation  exists  among  the  four  Services 
in  the  attrition  rate  due  to  medical  reasons  during  basic  training. 

“These  findings  indicate  the  need  for  a thorough  study  of  the 
adequacy  and  consistency  of  application  of  current  medical  examina- 
tion procedures,  both  at  the  AFEES  and  at  the  reception  centers  of 
the  four  Services.” 

(2)  With  respect  to  the  objectives: 

"The  objectives  of  the  study  will  be  to  determine  the  causes  of  the 
observed  differences  in  medical  disqualification  rates  among  the 
various  population  groups  screened  and  in  medical  attrition  rates,  and 
to  lecommend  any  desirable  changes  in  medical  examination  pro- 
cedures, and  in  organization  and  management  of  the  medical  exami- 
nation system." 

There  are  thus  two  major  fields  of  investigation:  (a)  the  processing  of  manpower  for 
military  service,  as  accomplished  at  the  Armed  Forces  Examining  and  Entrance  Stations 
(AFEES),  specifically  with  respect  to  the  medical  examinations;  and  (b)  military  man- 
power attrition,  as  reflected  by  separations  of  military  personnel  from  the  service  for 
medical  conditions  that  existed  prior  to  service.  These  are,  of  course,  related  fields,  as 
attrition  depends  to  a large  degree  on  the  adequacy  of  the  medical  examination  at  time 
of  procurement. 

The  information  here  and  subsequent  related  studies  are  concerned  with  the  first 
field  of  investigation. 


BACKGROUND 


Long-Observed  Variations 

Although,  in  indicating  the  ethnic  and  geographic  variations  in  the  medical  disqualifi- 
cations, the  memorandum  refers  only  to  the  1966  preinduction  data,  actually  these 
variations  have  been  observed  for  a long  time.  The  general  results  of  the  qualifying 
examinations  conducted  at  AFEES  have  consistently  showed  higher  medical  disqualifi- 
cation rates  for  draftees  from  presumably  higher  socioeconomic  groups— prior  to  1966  as 
well  as  after  ( 14,  15).  In  fact,  whether  the  disqualifications  by  cause  for  military  service 
are  historically  appraised  by  ethnic  group  (white  vs.  Negro),  or  by  geographic  area  (either 
by  state  or  by  geographic  division),  or  by  both,  it  becomes  evident  that  there  is  an 
inverse  relationship  between  the  disqualifications  for  mental  reasons  and  those;  for 
medical  reasons.  Low  disqualification  rates  for  mental  reasons— reflecting  higher  socio- 
economic status— seem  to  coincide  generally  with  relatively  high  disqualification  rntes  for 
medical  reasons,  and  vice  versa.  These  findings  are  further  verified  indirectly  (as  indicated 
in  the  memorandum)  by  some  provisional  data  manifesting  analogous  variations  by 
education;  The  higher  the  educational  attainment  of  the  draftees,  the  higher  their  medical 
disqualification  rates,  specifically  at  the  college  level. 

Questions  Posed  by  These  Variations 

The  following  pertinent  questions  may  be  posed  in  this  connection:  Are  these 
variations  in  the  medical  disqualification  rates  “real?”  That  is,  are  they  due  to  actual 
differences  in  the  prevalence  of  defects  among  these  various  population  groups?  Or  are 
they  due  to  “socioeconomic”  factors— namely,  differences  in  the  “awareness”  (or 
“sought-for  awareness”)  of  such  defects  by  the  various  groups?  Or  are  they  due  to  some 
procedural  differences  at  the  AFEES  in  performing  the  medical  examinations?  Or  are 
they  due  to  other  extrinsic  (“motivational”)  factors?  In  the  last  instance,  patterns  of 
prevailing  anti-war  attitudes  suggest  themselves  as  a possible  differential  factor. 

In  attempting  to  find  answers  to  these  questions,  it  must  be  realized  that  many 
medical  findings  at  the  AFEES  are  dependent  upon  being  reported  by  the  individual 
concerned.  Since  the  youths  of  the  lower  socioeconomic  groups  have  less  access  to 
physicians,  they  are  likely  to  be  less  knowledgeable  about  their  medical  defects,  and 
hence,  will  tend  to  report  fewer  defects  at  the  time  of  the  medical  examination.  It  must 
also  be  recognized  that  the  medical  disqualifications  at  the  AFEES  are  much  affected  by 
information  reported  by  private  physicians;  again,  youths  in  the  lower  socioeconomic 
groups  are  less  likely  to  produce  such  reports. 

The  existence  of  such  factors— should  they  be  demonstrated  on  the  basis  of  a 
differential  (ethnic,  educational,  regional,  etc.)  analysis  of  proper  data— naturally  raises  a 
serious  question  as  to  the  equity,  as  well  as  the  adequacy,  of  the  AFEES  medical 
examination.  On  the  other  hand,  should  the  differential  analysis  indicate  that  these 
medical  variations  are  at  least  partially  “real”— that  is,  valid— such  findings  would  likewise 
be  of  national  importance,  especially  if  particular  diagnoses  could  be  established. 

Recent  Increase  in  Disqualifications  for  Medical  Reasons 

In  addition  to  the  above-stated  critical  questions  (and  problems)  relating  to  the 
long-observed  differential  variations  in  the  medical  disqualifications,  there  has  emerged  of 
late  another  related  problem  that  has  been  causing  much  concern— namely,  the  recent 
sharp  increase  in  the  medical  disqualification  of  draftees.  This  rise  in  medical  disqualifica- 
tion can  not  be  attributed  to  a sudden  change  in  the  health  status  of  American  youths. 
Reports  required  by  the  U.S.  Army  Recruiting  Command  (USAREC)  from  the  AFEES 
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concerning  the  recent  rise  in  the  medical  disqualifications  offer  the  following 
explanations: 


“The area  abounds  with  draft  counseling  services,  each  having  detailed 

knowledge  of  AH  40-501  and  other  regulations.  Registrants  availing  themselves 
of  these  services  gain  a knowledge  of  what  medical  conditions  will  cause  them 
to  be  rejected  and  take  appropriate  action  to  substantiate  their  case.  When  the 
registrants  arrive  for  examination,  they  come  prepared  with  letters  from 
doctors,  clinics,  hospitals,  and  on  occasion,  with  extracts  of  40-501  that  cover 
their  particular  case.  As  a result  they  are  disqualified  or  scheduled  for 
consultation  for  impartial  determination  which  may  ultimately  lead  to  their 
rejection.  ” 

“During  this  month,  the  AFEES  processed  an  abnormally  high  number  of 
college  students.  It  has  been  experienced  that  college  students  have  a higher 
rate  of  rejection  for  medical  reasons  than  is  the  case  with  non-college  students. 

As  an  example,  this  month,  one  local  board  forwarded  350  college  students. 

The  rejection  rate  for  this  group  was  close  to  80%. ” 

“Probable  cause  lies  in  the  number  of  older-than-average  individuals,  mostly 
recent  college  graduates.” 

Widespread  knowledge  of  medical  disqualifying  causes  provided  by  draft  coun- 
selors, especially  on  college  campuses,  and  the  opportunity  of  obtaining  documentation 
from  the  medical  profession  are  generally  thought  to  be  the  most  significant  contrib- 
utors to  the  present  increase  in  the  medical  disqualifications.  This  activity  stems,  of 
course,  from  the  currently  intensified  tendency  to  avoid  military  service— a tendency 
over  which  the  AFEES  have  no  control.  However,  there  might  be  certain  substance  to 
the  following  statements  (22): 

“Draft  counselors  have  made  the  Army  adhere  to  its  own  regulations.” 

“The  people  who  wrote  the  regulations  never  thought  they’d  be  followed.” 

These  statements  indicate  a clear  need  for  an  evaluation  of  the  medical  standards  per 
se,  as  well  as  of  their  implementation. 


PLAN  OF  THE  STUDY 

APPROACH 

It  was  decided  that  a comprehensive  statistical  analysis  of  the  medical  disqualifica- 
tions would  require  the  following  steps: 

(1)  A complete  inventory  should  be  made  of  all  youths  examined  at  the 
AFEES  for  military  service,  both  (a)  draftees,  that  is,  registrants  forwarded  by  the  local 
boards  (Selective  Service  System)  for  preinduction  or  induction  examination,  and 
(b)  applicants  for  enlistment.  (A  comparative  evaluation  between  draftees  and  applicants 
for  enlistment  with  respect  to  their  qualification  for  military  service  would  be 
important,  not  only  in  appraising  the  draftees  as  of  now,  but  also  in  providing  basic 
data  for  considering  a zero-draft.) 

(2)  The  inventory  should  contain  all  available  differential  factors  that  could 
affect  the  examinee’s  medical  qualification  for  military  service;  namely,  his  age,  ethnic 
classification,  educational  attainment,  mental  test  score,  and  area  of  residence. 

(3)  It  should  provide  detailed  diagnostic  data  of  the  disqualifying  defects), 
plus  such  related  data  as  height,  weight,  and  blood  pressure,  that  could  affect  the 
medical  results.  These  diagnostic  data  should  be  in  terms  of  the  differential  factors,  as 
specified  in  (2). 
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(4)  In  view  of  the  recent  sharp  increase  in  the  medical  disqualification  of 
draftees,  a historical  review  (analysis  of  trends  over  time)  of  past  experience  should 
precede  the  differential  analysis.  This  analysis  should  compare  as  far  as  possible  the 
past  available  data— specifically,  the  past  diagnostic  data— with  the  corresponding  data 
to  be  obtained  from  the  projected  study.  Such  a comparison  would  be  useful  in 
evaluating  the  effects  of  changes  in  the  medical  standards  (if  any)  or  in  their 
application,  independent  of  the  effects  of  the  differential  factors. 

Accordingly,  data  as  outlined  in  (1 ) - (3)  were  requested  in  setting  up  the  study, 
which  became  known  as  the  “Medical  Disqualification  Study.”  The  data  requested  are 
listed  in  Appendix  B. 


i 


,1 

I 


I 


SOURCES  OF  DATA 

The  data  for  the  “Medical  Disqualification  Study”  were  to  be  obtained  from  the 
following  forms: 

(1)  DD  Form  47  (“Record  of  Induction”) — initiated  for  draftees  by  the  local 
boards  (Selective  Service  System).  It  carries  on  its  obverse  side  the 
draftee's  personal  data,  i.e.,  date  of  birth,  educational  attainment,  occupa- 
tion, mental  status,  prior  military  service,  whether  or  not  he  is  a 
conscientious  objector,  etc.  (See  Appendix  C (1)  for  facsimile  of  form. 

There  is  no  ethnic  differentiation  on  this  form.  “Race”  is  added  later  at 
the  AFEES  on  Standard  Form  88;  see  (3)  below.)  The  form  is  forwarded 
to  the  AFEES  when  the  draftee  is  sent  there  for  determination  of  his 
military  qualification.  The  reverse  side  of  the  form  contains  the  results  of 
draftee’s  examinations:  his  medical,  mental,  and  moral  determinations.  This 
side  of  the  form  is  completed  at  the  AFEES. 

(2)  DD  Form  4 (“Enlistment  Contract— Armed  Forces  of  The  United 
States”)— fulfilling  basically  the  same  function  with  respect  to  the  appli- 
cant's personal  data  as  DD  Form  47  does  for  drAftees.  The  form  is 
ordinarily  initiated  at  the  recruiting  stations  and  forwarded  to  the  AFEES 
when  applicant  is  sent  there.  (See  Appendix  C (2)  for  copy  of  form.) 

(3)  Standard  Form  88  (“Report  of  Medical  Examination”)— accomplished  at  the 
AFEES.  It  contains  certain  personal  items  (taken  primarily  from  DD  Form 
47,  or  DD  Form  4),  plus  data  on  purpose  of  examination  and  detailed 
medical  data.  The  latter  data  consist  of  a clinical  evaluation;  laboratory 
findings;  physical  measurements  and  other  findings,  such  as  height,  weight, 
build,  blood  pressure,  vision,  and  hearing.  It  states  whether  or  not  the 
examinee  was  qualified  for  military  service,  and  specifies  the  diagnoses 
(defects)  in  cases  of  medically  disqualified  examinees.  It  may  also  include 
recommendations  for  reexamination  (16).  (See  Appendix  C (3)  for  copy  of 
form.) 

(4)  Standard  Form  89  (“Report  of  Medical  History”).  This  form  is  not  a 
direct  source  for  the  requested  data,  but  is  included  here  because  of  its 
important  effects  on  the  medical  examination.  The  medical  processing  of 
youths  at  the  AFEES  requires  that  a medical  history  (SF  89)  be  taken  on 
each  examinee.  This  report  is  designed  to  provide  data  on  the  examinee’s 
health  status  (past  and  present),  and  also  some  similar  data  regarding  his 
blood  relations  and  other  relatives.  The  medical  information  reported  on 
the  form  is  to  be  used  by  the  examining  physician  as  a reference  when 
conducting  the  medical  examination.  It  serves  specifically  to  alert  the 
physicians  to  conditions  or  ailments  which  ordinarily  are  not  readily 
discernible.  It  is  a self-administered  paper-and-pencil  form,  filled  out  by  the 
examinee  in  his  own  handwriting.  Neither  oral  nor  written  instructions  are 
given  for  completing  the  form.  Assistance  is  provided  only  when  the 
examinee  has  difficulty  in  understanding  the  questions;  such  difficulty 


arises  chiefly  with  respect  to  unfamiliar  medical  terms  used  on  the  form. 
As  previously  stated,  the  information  obtained  on  this  form  depends, 
obviously,  on  whether  the  examinee  is  able  (is  aware  or  understands)  to 
supply  the  correct  answers  to  the  questions. 


PLANS  FOR  DATA  COLLECTION  AND  ANALYSIS 

Except  for  the  diagnostic  data  for  the  medically  disqualified  examinees  (Appendix 
B (2)),  all  requested  data  (Appendix  B (1))  were  to  be  assembled  and  coded  at  the 
AFEES  on  paper  tape,  then  forwarded  to  Headquarters,  USAREC,  to  be  converted  to 
magnetic  tape  and  edited  by  computer  means  for  consistency.  A copy  of  the 
“computer-corrected”  magnetic  tape  was  to  be  submitted  monthly  to  the  Office  of  the 
Surgeon  General,  Department  of  the  Army. 

With  respect  to  the  diagnostic  data  of  the  medically  disqualified  examinees,  copies 
of  SF  88  and  DD  Form  47  were  to  be  forwarded  by  the  AFEES  directly  to  the  Office 
of  the  Surgeon  General.  In  addition,  any  available  consultations,  letters  from  civilian 
doctors,  or  ocher  documents  that  could  have  influenced  the  medical  determination 
were  to  be  included.  All  medical  data  from  SF  88  and  the  enclosed  documents  were  to 
be  coded  at  the  Surgeon  General’s  Office,  and  subsequently  linked  via  a computer  with 
the  corresponding  basic  data  on  the  magnetic  tapes  supplied  by  USAREC. 

The  tabulations  that  were  projected,  to  be  based  on  these  coded  data  and  carried 
out  by  the  Office  of  the  Surgeon  General,  are  presented  in  Appendix  D.  The 
tabulations  were  planned  to  provide  differential  data— overall  results  as  well  as  detailed 
diagnostic  data— on  the  medical  disqualifications,  by  ethnic  group,  educational  attain- 
ment, mental  category,  age,  geographic  area,  and  individual  AFEES.  They  were  also  to 
include  data  on  the  relationship  between  educational  attainment  and  the  percentile 
scores  on  the  Armed  Forces  Qualification  Test  (AFQT),  permitting  a qualitative 
differential  evaluation  of  the  educational  attainment;  data  on  height,  weight,  and  blood 
pressure— significant  both  in  themselves  and  for  interrelated  studies,  as  well  as  in 
evaluating  the  medical  disqualifications;  and  qualitative  data  on  the  youths  who  entered 
the  military  service,  as  inductees  or  enlistees. 


IMPLEMENTATION  OF  THE  STUDY 


PERIOD  COVERED 

Many  technical  problems,  involving  availability  of  proper  equipment  and  time 
required  for  designing,  programming,  “debugging,”  and  pretesting  the  requisite  data, 
had  to  be  solved  before  data  collection  was  undertaken.  The  actual  implementation  of 
the  study  started  in  August  1969,  and  data  were  collected  as  planned.  In  order  to 
provide  sufficient  data  for  reliable  differential  analyses,  the  study  was  to  be  carried  on 
for  six  months;  consequently,  the  “Medical  Disqualification  Study”  covers  the  six- 
month  period  from  August  1969  through  January  1970. 


PRIMARY  ELEMENTS  IN  THE  ANALYSES 

The  overall  results  of  the  examination  were  tabulated,  as  projected,  in  terms  of  all 
differential  factors.  The  tabulations  dealing  with  the  differential  diagnostic  distributions 
and  the  auxiliary  tabulations  (height-weight;  blood  pressure;  educational  attainment  by 
AFQT  scores)  have  also  been  completed. 


7 


-r 


On  the  basis  of  these  tabulated  data,  in  this  and  related  studies  it  is  planned,  by 
proper  statistical  procedures,  to  separate  the  effects  of  the  various  factors  whether 
ethnic,  or  educational,  or  age,  or  regional  -and  to  determine  their  relative  importance  in 
establishing  military  qualification.  The  various  diagnostic  distributions  will  be  examined  in 
order  to  ascertain  the  particular  diagnoses  that  differentiate  one  segment  of  the 
examinees  from  the  other,  and  simultaneously  the  extent  to  which  documents  from 
private  physicians  could  have  affected  the  results  of  the  medical  disqualification  will  be 
evaluated. 

As  shown  in  the  requirements  for  “Projected  Tabulations”  (Appendix  D),  the  coded 
and  tabulated  data  for  the  “Medical  Disqualification  Study”  relate  to  the  following  types 
of  examinees: 

A.  Draftees,  subgrouped  as: 

(1)  “Not  Previously  Examined”— draftees  forwarded  for  preinduction 
examination  for  the  first  time. 

(2)  “Previously  Examined”— primarily  previously  disqualified  draftees, 
forwarded  for  another  preinduction  examination. 

(3)  “Direct  Induction”— draftees  forwarded  for  induction,  without  a pre- 
induction examination. 

(4)  “Physical  Inspection”— qualified  pre-inductees,  less  than  one  year  after 
their  preinduction  examination,  forwarded  for  induction. 

(5)  “Lapse  of  Time”— qualified  preinductees  forwarded  for  induction  one 
year  or  more  after  their  preinduction  examination,  hence  requiring  a 
complete  medical  reexamination. 

B.  Applicants  for  Enlistment,  subgrouped  as: 

(1)  “Not  Previously  Examined.” 

(2)  “Previously  Examined.” 

To  pursue  the  primary  objective(s)  of  the  study,  the  main  analyses  will  deal  with 
“not  previously  examined”  draftees  and  draftees  forwarded  for  “direct  induction” 
(without  a preinduction  examination),  as  well  as  with  “not  previously  examined”  appli- 
cants for  enlistment.  In  other  words,  basically  the  analyses  will  deal  with  “initial 
examinations.” 
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CONTINUING  AVAILABILITY  OF  DIFFERENTIAL  DATA 

The  types  of  differential  data  provided  for  the  “Medical  Disqualification  Study”  are 
continuing  to  be  assembled,  coded,  and  processed  by  the  same  procedures  established  for 
that  study. 


THE  RECENT  INCREASE  IN  MEDICAL  DISQUALIFICATIONS 


As  was  previously  stressed,  the  recent  sharp  increase  in  the  disqualifications  for 
medical  reasons  created  an  additional  critical  problem  of  concern  for  the  planned 
differential  study  of  the  medical  disqualifications.  Hence,  without  losing  sight  of  the  main 
objectives  of  the  study,  it  was  deemed  appropriate  to  try  first  to  uncover  the  underlying 
causes,  within  the  military  processing  procedures,  that  brought  about  the  recent  increases. 
This  priority  for  presenting  the  data  given  in  this  report  was  adopted  because  of: 

(1)  The  urgency  of  this  additional  problem. 

(2)  The  presumption  that  a comparative  evaluation  of  the  past  and  present 
medical  data  would  provide  basic  insight  into  the  analyses  of  the 
differential  variations.  (This  proved  to  be  the  case.) 
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MEDICAL  DATA  FOR  DRAFTEES, 

Tables  1 and  2 present  medical 
Table  1 deals  with  all  draftees,  that 
shows,  by  year,  the  number  of  draftees  examined  and  the  percent  disqualified  for  medical 
reasons  (both  draftees  disqualified  for  medical  reasons  only,  and  those  disqualified 
simultaneously  for  medical  and  mental  reasons).  The  data  are  shown  separately  for  white 
(i.e.,  non-Negro)  and  Negro  personnel. 

Table  1 


Draftees:  Number  Examined  for  Preinduction  and  Percent  Disqualified  for 
Medical  Reasons,  by  Ethnic  Group  and  Type  of  Examinee 
(1953  - 1971) 


Year 

White8 

Negro 

Total  Examined 

Previously  Examined 

Total  Examined 

Previously  Examined 

Number 

Percent 
Disqualified 
for  Medical 
Reasons 

Number 

Percent  of 
Total 
Examined 

Number 

Percent 
Disqualified 
for  Medical 
Reasons 

Number 

Percent  of 
Total 
Examined 

1953 

743,525 

16.4 

41,199 

5.5 

133,570 

10.9 

3,476 

2.6 

1954 

336,595 

26.9 

73804 

21.9 

50,401 

17.3 

7,769 

15.4 

1955 

176,955 

21.0 

25,083 

14.2 

28,961 

15.7 

2,631 

9.1 

1956 

214,394 

18.4 

13826 

6.4 

31 ,475 

11.7 

1,052 

3.3 

1957 

31 1 ,863 

20.4 

11,045 

3.5 

55,617 

12.1 

966 

1.7 

1958 

415,070 

23.8 

14,360 

3.5 

69,976 

138 

1,110 

1.6 

1959 

124,237 

268 

12,302 

9.9 

24,268 

14.3 

1,060 

4.4 

1960 

223,797 

26.5 

10,087 

4.5 

35,463 

15.1 

1,021 

2.9 

1961 

447,454 

25.3 

17,195 

38 

87,757 

14.6 

1,969 

2.2 

1962 

253,238 

27.7 

23,557 

9.3 

52  835 

16.6 

2,697 

5.1 

1963 

438,507 

29.4 

19,744 

4.5 

93,779 

16.8 

2,516 

2.7 

1964 

696,562 

26.3 

21 ,253 

3.1 

150,949 

11.7 

2,456 

1.6 

1965 

1,061,305 

25.5 

74838 

7.1 

167,671 

15.7 

5,504 

3.3 

1966 

1,436,415 

26.5 

125,769 

88 

172,971 

16.7 

11,539 

6.7 

1967 

622,269 

31.3 

114,047 

18.3 

95,778 

20.6 

18,224 

19.0 

1968 

1,009,381 

33.3 

122,382 

12.1 

155831 

21.5 

12,438 

8.0 

1969 

1,146,062 

36.4 

125,436 

10.9 

179,747 

25.5 

12,114 

6.7 

1970 

905,012 

40.3 

139,190 

15.4 

111,661 

27.8 

11,955 

10.7 

1971 

528,310 

44.3 

58,916 

11.2 

67  878 

30.4 

5,225 

7.7 

aOefmed  « non-Negro. 

Source:  "Summary  of  Registrant  Examinations  for  Induction,"  DA  Form  316  (Reports  Control  Symbol  MED-66), 
a monthly  report  submitted  by  the  Armed  Forces  Examining  and  Entrance  Stations  (AFEES)  to  the  Office  of  the 
Surgeon  General,  Department  of  the  Army,  relating  to  the  preinduction  and  induction  examination  results  of  draftees. 

During  the  recent  six-year  period,  from  1966  through  1971,  the  total  medical 
disqualification  rates  for  draftees  increased  as  follows,  by  ethnic  group: 

White: 

From  26.5%  in  1966  to  44.3%  in  1971-an  absolute  increase  of  17.8%,  a 
relative  increase  of  some  67%. 


1953-  1971 

data  for  a 19-year  period,  from  1953  through  1971. 
is,  “not  previously”  and  “previously”  examined.  It 
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Negro: 

From  16.7%  to  30.4%  within  the  same  period— an  absolute  increase  of 
13.7%,  a relative  increase  of  some  82%. 

These  are  the  rates  ordinarily  referred  to  as  the  medical  disqualification  rates. 


MEDICAL  DATA  BY  TYPE  OF  EXAMINEE 

Table  2 presents  the  disqualification  rates  for  both  “not  previously”  and  “previ- 
ously” examined  draftees.  There  are  statistically  significant  differences  in  the  disqualifica- 
tions of  these  two  types  of  examinees:  “Previously  examined”  draftees  have  by  far  higher 
medical  disqualification  rates.  Hence,  changes  in  the  proportional  distributions  of  the 
examinees  by  type  will  effect  changes  in  the  total  disqualifications  for  medical  reasons: 
The  higher  the  proportion  of  “previously  examined”  draftees,  the  higher  the  total 
disqualification  rates. 


Table  2 


Draftees:  Percent  Disqualified  for  Medical  Reasons  on 
Preinduction  Examination,  by  Ethnic  Group  and  Type  of  Examinee 

(1953  - 1971) 


Year 

Percent  Disqualified  for  Medical  Reasons* 

Not  Previously  Examined 

Previously  Examined 

Total 

White 

Negro 

Total 

White 

Negro 

1953 

14.3 

15.0 

10.5 

39.5 

40.6 

27.3 

1954 

18.8 

19.6 

13.9 

51.3 

52.9 

36.3 

1955 

16.8 

17.2 

14.3 

42.6 

43.9 

30.2 

1956 

16.2 

17.0 

11.1 

38.2 

38.9 

28.2 

1957 

18.4 

19.6 

11.5 

39.1 

40.4 

24.0 

1958 

21.6 

23.0 

13.6 

44.4 

45.7 

27.7 

1959 

22.4 

24.2 

13.5 

48.9 

50.5 

30.5 

1960 

24.1 

25.5 

14.7 

45.7 

47.4 

30.0 

1961 

23.1 

24.8 

14.5 

35.0 

36.8 

19.9 

1962 

23.7 

25.5 

15.6 

47.6 

48.9 

36.0 

1963 

26.6 

28.7 

16.6 

40.6 

42.5 

25.3 

1964 

23.0 

25.5 

11.3 

47.7 

49.2 

35.8 

1965 

24.0 

25.4 

15.5 

26.7 

27.1 

20.6 

1966 

24.2 

25.1 

16.1 

398 

41.2 

25.3 

1967 

26.8 

28.0 

19.2 

43.3 

46.0 

26.4 

1968 

28.8 

30.3 

19.8 

53,8 

55.0 

41.7 

1969 

31.9 

33.3 

23.6 

61.0 

62.1 

50.7 

1970 

34.5 

35.9 

24.5 

63.7 

64.5 

54.9 

1971 

39.9 

41.4 

28.7 

66.2 

67.8 

50.3 

"include*  examinees  disquelified  for  medical  reasons  only  and  those  disqualified 
simulteneously  for  both  medicel  and  mental  reasons. 

Source:  "Summary  of  Registrant  Examinations  for  Induction,"  DA  Form  316  (Reports 
Control  Symbol  MED-66),  a monthly  report  submitted  by  the  Armed  Forces  Examining  and 
Entrance  Stations  IAFEES)  to  the  Office  of  the  Surgeon  Generel,  Deportment  of  the  Army, 
releting  to  the  preinduction  and  induction  examination  results  of  draftees. 
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"Previously  Examined"  Draftees 

Beginning  with  1965,  there  have  been  large  increases  in  both  the  absolute  number  of 
re-examined  draftees,  and  their  proportion  relating  to  the  total  number  of  examined 
draftees. 

Numerically,  the  increase  occurred  as  follows,  by  ethnic  group: 

White: 

The  number  of  re-examined  draftees  rose  sharply  from  about  22,000 
during  the  1962-1964  period  to  about  75,000  in  1965;  it  fluctuated 
around  120,000  during  the  four-year  period  of  1966-1969;  it  further  rose 
to  about  139,000  in  1970.  It  leveled  off  in  1971  to  59,000,  but  this 
number  of  re-examinees  is  still  three  times  as  high  as  it  was  before  the 
increase  became  noticeable; 

Negro: 

The  corresponding  number  rose  from  a former  yearly  total  of  2,500  to 
5,500  in  1965  and  to  around  12,000  in  1966,  1968,  and  1969.  The  largest 
increase  happened  in  1967,  amounting  to  about  18,000  re-examined 
draftees,  but  it  dropped  back  to  about  5,000  in  1971  (Table  1:  Previously 
Examined). 

Proportionally,  the  corresponding  changes  were  as  follows,  by  ethnic  group: 

White: 

The  highest  proportion  occurred  in  1967—18.3%;  it  declined  to 
12.0-  11.0%  in  1968-1969,  increased  to  15.4%  in  1970,  and  decreased  to 
11.2%  in  1971; 

Negro: 

As  in  the  case  of  the  white  draftees,  the  highest  proportion  was  in 
1967-19.0%;  it  declined  to  8.0-  7.0%  in  1968-1969,  it  increased  to  10.7% 
in  1970,  and  declined  to  7.7%  in  1971  (Table  1:  Previously  Examined). 

Clearly,  the  proportional  increase  in  the  number  of  previously  examined  draftees  and 
their  higher  disqualification  rates  for  medical  reasons  were  apt  to  increase  the  total 
medical  disqualification  rates.  Moreover,  there  has  been  simultaneously  a steady  increase 
in  the  medical  disqualification  rates  of  this  type  of  examinees  (Table  2). 

In  the  context  of  the  present  analysis,  these  findings  with  respect  to  “previously 
examined”  draftees  are  not  the  main  issue.  However,  it  is  a serious  issue,  in  l.ght  of  the 
recent  tremendous  increase  in  the  number  of  these  examinees,  many  of  whom  have  been 
re-examined  two  or  more  times.  A recent  “spot-check”  review  of  some  11,000  medical 
reports  (Standard  Form  88)  of  draftees  who  were  disqualified  {or  medical  reasons  on 
initial  examination  showed  that  some  44%  of  these  medical  reports  were  marked  RBJ 
(“Re-examination  Believed  Justified”).  A diagnostic  evaluation  of  these  RBJ  cases— 
potential  re-examinees— cast  definite  doubt  upon  the  justification  of  a considerable  part 
of  these  re-examinations  (16).  It  seems,  therefore,  that  in  a general  evaluation  of  the 
processing  procedures  at  the  AFEES,  the  re-examined  draftees,  about  whom  little  is 
known,  deserve  much  attention  and  should  be  carefully  appraised,  especially  those 
re-examined  for  medical  reasons. 

"Not  Previously  Examined"  Draftees 

The  crux  of  the  immediate  problem  lies,  of  course,  in  the  fact  that  there  has  been  a 
consistently  growing  increase  in  the  medical  disqualification  of  draftees  on  initial 
examination.  This  is  brought  out  in  Table  2,  and  graphed  in  Figure  1. 
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Source.  Data  from  Table  2. 

Figure  1 


During  the  six-year  period,  from  1966  through  1971,  the  medical  disqualification 
rates  on  initial  examination  steadily  increased  as  follows,  by  ethnic  group: 

White: 

From  25.1%  in  1966  to  41.4%  in  1971— an  absolute  increase  of  16.3%,  a 
relative  increase  of  65.0%. 

Negro: 

From  16.1%  in  1966  to  28.7%  in  1971— an  absolute  increase  of  12.6%,  a 
relative  increase  of  78.3%. 

Total: 

From  24.2%  in  1966  to  39.9%  in  1971— an  absolute  increase  of  15.7%,  a 
relative  increase  of  64.9%. 

Comparison  With  the  1953  Medical  Disqualification  Rates.  Compared  with  the 
disqualification  rates  for  medical  reasons  in  1953,  our  historical  point  of  departure,  the 
current  1971  medical  disqualification  rates  are  almost  three  times  as  high.  By  ethnic 
group,  the  current  medical  disqualification  rates  of  white  draftees  are  2.8  times  as  high  as 
they  were  in  1953,  and  of  Negro  draftees  2.7  times  as  high  (total,  2.8  times  as  high). 

Diagnostic  Evaluations.  Unquestionably,  many  outside  factors,  beyond  control  by 
the  AFEES,  have  been  responsible  for  the  steady  and  marked  increases  in  the  medical 
disqualifications.  However,  the  cardinal  question  still  persists:  Is  there  something  in  the 
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medical  standards  as  such,  or  in  their  application,  that  provides  a proper  medium  for  the 
outside  factors  to  operate  so  advantageously?  To  find  an  answer(s)  to  this  question,  it 
was  thought  essential  to: 

(1)  Determine  the  particular  diagnoses  that  have  been  mainly  accountable  for 
the  increase  in  the  medical  disqualifications. 

(2)  Examine  then  the  corresponding  standards. 

(3)  Trace  any  changes  in  these  standards,  or  in  their  application,  that  could 
have  led  to  these  increases. 

This  necessitated  comparative  diagnostic  evaluations  of  the  current  disqualifica- 
tions with  corresponding  data  from  the  most  recent  past  experience,  but  prior  to  1961, 
when  the  current  regulations  on  medical  standards  became  effective  (5).  (Note:  Some  28 
changes  to  these  regulations  have  been  published  since  1961.) 


CURRENT  AND  PAST  DIAGNOSTIC  DATA 
CURRENT  DIAGNOSTIC  DATA 

The  current  diagnostic  data,  utilized  in  this  analysis,  are  from  the  “Medical  Disquali- 
fication Study”  (August  1969  through  January  1970).  For  a general  orientation,  some 
overall  results  of  this  study  are  presented  in  Table  3. 

Table  3 


Results  of  Examination  of  Youths  for  Military  Service,  by  Type  of  Examinee 
(August  1969  - January  1970) 


Applicants  for 

Draftees 

Enlistment*5 

Results  of  Examination 

Number 

Percent 

Number 

Percent 

Examined:  Total 

554,979 

100.0 

144,224 

100.0 

Qualified:  Total 

334,127 

60.2 

120,022 

83.2 

a.  Physical  Category  A 

195,866 

35.3 

79,428 

55.1 

b.  Physical  Category  B 

138,261 

24.9 

40,594 

28.1 

Disqualified:  Total 

220,852 

393 

24,202 

16.8 

c.  Administrative  reasons 

2,644 

0.4 

103 

0.1 

d.  Failed  AFQT  (below  10  percentile) 

36,487 

6.6 

5,363 

3.7 

e.  Ft-iled  additional  mental  requirements 

8,192 

1.5 

3,417 

2.4 

f.  Medical  reasons 

160,459 

28.9 

13,987 

9.7 

g.  Failed  medical  and  AFQT  (below  10  percentile) 

10,640 

1.9 

915 

0.6 

h.  Failed  medical  and  additional  mental  requirements 

2,430 

0.5 

417 

0.3 

“"Draftees"  indude  registrants  forwarded  by  the  local  boards  (Selective  Services  System)  to  the  Armed  Forces 
Examining  end  Entrance  Station*  (AFEES)  tor  initial  preinduction  examination  ("not  previously  examined")  and 
registrant*  forwarded  for  "direct"  induction  without  a preinduction  examination). 

^"Applicants  for  enlistment"  are  confined  to  "not  previouily  examined"  applicants. 

Source:  Derived  from  tabulation*  by  the  Office  of  The  Surgeon  General,  Department  of  the  Army,  for  the 
•Medical  Disqualification  Study  " (See  Appendices  8 and  C.) 

The  study  included  some  555,000  draftees,  and  some  144,000  applicants  for 
enlistment— all  of  whom  have  undergone  their  first  examination  for  determining  their 
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qualification  for  military  service.  Of  the  examined  draftees,  some  174,000  were  dis- 
qualified for  medical  reasons;  of  the  examined  applicants,  somewhat  over  15,000  were  so 
disqualified.1 

The  disqualification  rates  for  medical  reasons  on  initial  examination  were: 

(1)  Draftees— 31.3%. 

(2)  Applicants  for  enlistment— 10.6%;  this  rate  is  somewhat  over  one-third  of 
the  medical  disqualification  of  the  draftees. 

This  report  deals  with  the  disqualifications  of  draftees.  (A  separate  differential 
analysis  is  projected  for  applicants  vs.  draftees— to  be  centered  primarily  around  the 
diagnostic  differences  in  their  medical  disqualifications.) 


Table  4 


Draftees:  Disqualification  for  Military  Service  for  Medical  Reasons,  by 
Diagnostic  Category,  on  Initial  Examination 
(1957  1958,  1969  1970) 


Diagnostic  Categories 

Number  Disqualified 
per  10.000 

Examined  Draftees 

1957  1958a 

1969  1970b 

Total  Disqualified  (All  Diagnoses) 

2,052 

3,127 

Psychiatric  Disorders 

229 

233 

Neurological  Diseases 

42 

49 

Infective  and  Parasitic  Diseases 

57 

32 

Neoplastic  Diseases 

13 

17 

Allergic  Disorders 

130 

172 

Endocrine  System  Diseases 

28 

25 

Metabolic  Diseases  and  Avitaminoses 

5 

6 

Blood  and  Blood-Forming  Organ  Diseases 

3 

6 

Eye  Diseases  and  Defects 

221 

187 

Ear  and  Mastoid  Process  Diseases  and  Defects 

130 

209 

Circulatory  System  Diseases 

232 

399 

Respiratory  System  Diseases  (Nontuberculous) 

26 

31 

Digestive  System  Diseases 

137 

171 

Genitourinary  System  and  Breast  Diseases 

27 

34 

Skin  and  Ceilular  Tissue  Diseases 

72 

123 

Bones  and  Organs  of  Movements  Diseases  and  Defects 

335 

545 

Congenital  Malformations 

73 

145 

Failure  to  Meet  Anthropometric  Standards 

164 

545 

Miscellaneous  Diseases  and  Defects 

128 

198 

*Source:  Qualification  of  American  Youtht  for  Military  Service,  Medical  Statistics  Agency,  Office  of  the 
Surgeon  General,  Department  of  the  Army,  1962  (Table  XV)  (12). 

^Source:  "Medical  Oiequalificat ion  Study,"  August  1969  through  January  1970  (See  Table  3 Footnote!.) 


1 Table  3,  sum  of  lines  f,  g,  and  h.  See  Ref.  14  for  an  explanation  of  the  other  terms  used  in  the  table. 


COMPARISON  OF  CURRENT  AND  PAST  DATA 


The  past  diagnostic  data  used  here  for  a comparative  analysis  relate  to  draftees 
examined  for  military  service  in  1957-58  (Table  4).  These  were  initial  examinations.  The 
base  population  contained  some  388,000  draftees,  and  the  number  medically  disqualified 
was  about  80,000.  The  1957-58  medical  disqualification  rate  of  draftees  on  initial 
examination  was  20.5%. 

The  present  diagnostic  evaluations  are  thus  based  on  comparing  a past  medical 
disqualification  rate  of  20.5%  on  initial  examination  against  a corresponding  current  rate 
of  31.3%.  The  current  rate  is  1.5  times  as  high  as  that  of  1957-58.  (No  past  differential 
diagnostic  data  are  available,  by  either  ethnic  group,  or  education,  or  other  variables.) 


BASIC  DIAGNOSTIC  DATA 
Diagnostic  Categories 

The  diagnostic  data  for  the  two  periods  are  presented  side  by  side  in  terms  of  broad 
diagnostic  categories  in  Table  4.  The  disqualification  rates  are  expressed  to  a base  of 
10,000  examined  draftees,  to  provide  for  diagnoses  of  low  frequencies.  The  total  medical 
disqualification  rates  are  hence  shown  as  2,052  per  10,000  draftees  examined  in 
1957-1958,  and  as  3,127  in  1969-1970. 

Following  down  these  juxtasposed  diagnostic  distributions,  pronounced  increases  will 
be  noted  in  the  following  diagnostic  categories:  allergic  disorders;  ear  and  mastoid  process 
diseases  and  defects;  circulatory  system  diseases;  digestive  system  diseases;  skin  and 
cellular  tissue  diseases;  bones  and  organs  of  movement  diseases;  congenital  malformations; 
and  failure  to  meet  the  anthropometric  standards. 

Definite  decreases  in  disqualification  rates  are  shown  for  infective  and  parasitic 
diseases,  and  for  eye  diseases  and  defects. 

Specific  Diagnoses 

The  next  step  consisted  of  identifying  those  individual  diagnoses  within  the 
diagnostic  categories  which  indicated  increases.  These  detailed  diagnostic  distributions  are 
presented  in  Table  5.' 

From  these  identified  individual  diagnoses,  those  which  were  primarily  accountable 
for  the  increased  rate  were  pinpointed  and  termed  “the  leading  diagnoses  accountable  for 
the  increase  in  the  medical  disqualifications.”  These  leading  diagnoses  are  specified  in 
Table  6 and  described  in  the  following  section. 


'These  diagnostic  distributions  are  by  “presentation  codes."  More  detailed  diagnostic  distributions 
are  additionally  available  for  the  1969-1970  data  based  on  3-digit  codes. 
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Table  5 


Draftees:  Disqualification  for  Military  Service  for 
Medical  Reasons,  by  Diagnosis,  on  Initial  Examination 
(1957  - 1958;  1969  - 1970) 


Diagnosis 

Number  Disqualified  for 
Medical  Reasons  per 

10,000  Examined  Draftees 

Prevalence  of 
Disqualifying 
Defects  per 
10,000  Examined 
Draftees3 

1957  - 1958 

1969  - 1970 

1969  1970 

Total  Disqualified  (All  Diagnc  as) 

2,052 

3,127 

3,975 

Psychiatric  Disorders 

229 

233 

302 

Psychoses 

10 

22 

26 

Psychoneuroses 

57 

44 

60 

Character  and  Behavior  Disorders 

149 

165 

213 

Mental  Deficiency 

13 

2 

3 

Neurological  Diseases 

42 

49 

54 

Epilepsy 

16 

18 

19 

Peripheral  Nerve  Diseases 

8 

11 

12 

Other 

18 

20 

23 

Infective  and  Parasitic  Diseases 

57 

32 

36 

Tuberculosis,  All  Forms 

20 

4 

5 

Venereal  Diseases 

2 

2 

2 

Late  Effects  of  Acute  Poliomyelitis 

25 

17 

18 

Other 

10 

9 

11 

Neoplastic  Diseases 

12 

17 

19 

Malignant  Neoplasms 

2 

2 

2 

Benign  and  Unspecified  Neoplasms 

10 

15 

17 

Allergic  Disorders 

130 

172 

188 

Asthma 

123 

139 

152 

Other 

7 

33 

36 

Endocrine  System  Diseases 

28 

25 

29 

Diabetes  Mellitus 

17 

14 

16 

Other 

11 

11 

13 

Metabolic  Diseases  and  Avitaminoses 

5 

6 

8 

Blood  and  Blood-Forming  Organ  Diseases 

3 

6 

7 

Eye  Diseases  and  Defects 

221 

187 

291 

Inflammatory  Diseases 

4 

6 

7 

Refractive  Errors 

66 

33 

46 

Strabismus 

46 

16 

22 

Blindness,  Bilateral 

3 

3 

8 

(Continued) 

•"Prevalence"  includes  all  disqualifying  defects  coded  for  an>'  examinee.  A maximum  of  three  defects  were 
coded.  During  this  period,  77%  of  the  disqualified  draftees  had  one  disqualifying  defect  recorded;  19%,  two  dis- 
qualifying defects;  4%,  three  disqualifying  defects.  Former  studies  indicated  for  disqualified  examinees:  86%  with 
one  disqualifying  defect;  12%,  two;  2%,  three.  (1_2> 
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Table  5 (Continued) 


Draftees.  Disqualification  for  Military  Service  for 
Medical  Reasons,  by  Diagnosis,  on  Initial  Examination 
(1957  - 1958,  1969  - 1970) 


Diagnosis 

Number  Disqualified  for 

Medical  Reasons  per 

10,000  Examined  Draftees 

Prevalence  of 
Disqualifying 
Defects  per 
10,000  Examined 
Draftees8 

1957  - 1958 

1969  - 1970 

1969  - 1970 

Eye  Diseases  and  Defects  (Continued) 

Blindness,  Unilateral 

21 

38 

74 

Defective  and  Insufficient  Vision  Not 

Specifically  Defined 

55 

24 

46 

Other 

26 

67 

88 

Ear  and  Mastoid  Process  Diseases  and  Defects 

130 

209 

263 

Otitis  Media 

73 

30 

32 

Tympanic  Membrane  Defects 

2 

18 

20 

Deafness,  Bilateral 

10 

14 

18 

Deafness,  Unilateral 

8 

21 

27 

Defective  Hearing 

30 

112 

146 

Other 

7 

14 

20 

Circulatory  System  Diseases 

232 

399 

712 

Rheumatic  Fever  and  Chronic  Rheumatic 

Heart  Diseases 

79 

23 

25 

Other  Heart  Diseases 

60 

*52 

108 

Hypertension 

77 

308 

559 

Varicose  Veins,  Including  Varicocele 

11 

10 

12 

Other 

5 

6 

8 

Respiratory  System  Diseases  (Nontuberculous) 

26 

31 

36 

Digestive  System  Diseases 

137 

171 

192 

Ulcer  of  the  Stomach,  Duodenum,  and 

Jejunum 

44 

48 

52 

Hernia  of  the  Abdominal  Cavity 

71 

75 

84 

Orthodontic  Appliances 

3 

23 

26 

Other 

19 

25 

30 

Genitourinary  System  and  Breast  Diseases 

27 

34 

42 

Diseases  of  the  Urinary  System 

20 

24 

27 

Diseases  of  the  Male  Genital  Organs 

(non-Venereal)  and  Breast 

7 

10 

15 

Skin  and  Cellular  Tissue  Diseases 

72 

123 

143 

Pilonidal  Cysts  or  Sinus 

32 

29 

35 

— (Continued) 

•"Prevalence"  includet  all  disqualifying  defect!  coded  for  any  examinee.  A maximum  of  three  defect!  were 
coded.  During  thii  period,  77%  of  the  ditqualified  draftee!  had  one  disqualifying  defect  recorded;  19%,  two  dit- 
qualifying  defect!,  4%,  three  diiqualifying  defect!.  Former  itudiei  indicated  for  ditqualified  examinee*:  86%  with 
one  diiqualifying  defect;  12%,  two;  2%,  three.  (12) 


Table  5 (Continued) 


Draftees:  Disqualification  for  Military  Service  for 
Medical  Reasons,  by  Diagnosis,  on  Initial  Examination 
(1957  - 1958;  1969  - 1970) 


Diagnosis 

Number  Disqualified  for 

Medical  Reasons  per 

10,000  Examined  Draftees 

Prevalence  of 
Disqualifying 
Defects  per 
10,000  Examined 
Draftees8 

1957  - 1958 

1969  1970 

1969  - 1970 

Skin  and  Cellular  Tissue  Diseases  (Continued) 

Acne  Vulgaris  5 

19 

22 

Other 

35 

75 

86 

Bones  and  Organs  of  Movement  Diseases 

and  Defects 

335 

545 

615 

Diseases  of  Bones 

43 

52 

58 

Arthritis,  Lower  Extremities 

9 

12 

14 

Arthritis,  Other  Sites  or  Generalized, 
and  Rheumatism 

12 

16 

17 

Osteochondrosis 

12 

16 

17 

Other 

10 

9 

10 

Defects  of  Joints 

96 

213 

237 

Knee,  Internal  Derangement 

32 

63 

70 

Intervertebral  Disc  Displacement 

8 

11 

13 

Ankylosis  of  Joints 

8 

9 

9 

Sacroiliac  Joint,  Affection 

6 

5 

6 

Other 

42 

125 

139 

Musculoskeletal  Diseases  and  Defects 

106 

111 

129 

Curvature  of  Spine 

22 

21 

25 

Flatfoot 

42 

44 

50 

Clubfoot 

14 

15 

16 

Shortening  of  Lower  Extremities 

10 

8 

10 

Other 

18 

23 

28 

Amputations 

13 

18 

20 

Fingers 

11 

14 

15 

Other  Extremities 

2 

4 

5 

Limitation  of  Motion 

38 

54 

59 

Upper  Extremities 

12 

38 

42 

Lower  Extremities 

26 

16 

17 

(Continued) 

I 

*''Preval«nc<T  include*  all  disqualifying  defect*  coded  for  any  examinee.  A maximum  of  three  defect*  wer* 
coded.  During  thit  period,  77X  of  the  ditquelified  draftee*  had  one  diiqualifying  defect  recorded;  19%,  two  dii- 
qualifying defect*,  4%,  three  diiqualifying  defect*.  Former  itudie*  ndicated  for  ditquelified  examinee*:  86%  with 
I one  diiqualifying  defect;  12%,  two;  2%,  three.  (121 
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Table  5 (Continued) 

Draftees:  Disqualification  for  Military  Service  for 
Medical  Reasons,  by  Diagnosis,  on  Initial  Examination 
(1957  ••  1958;  1969  1970) 


Diagnosis 

Number  Disqualified  for 

Medical  Reasons  per 

10,000  Examined  Draftees 

Prevalence  of 
Disqualifying 
Defects  per 

10.000  Examined 
Draftees® 

j 1957  1958 

1969  - 1970 

i 1 

1969  • 1970 

Bones  and  Organs  of  Movement  Diseases 

and  Defects  (Continued) 

Deformities  and  Impairments 

39 

97 

112 

Spine  (including  Neck) 

5 

17 

19 

Upper  Extremities 

7 

21 

23 

Lower  Extremities 

15 

42 

49 

Other  and  Multiple  Sites 

12 

17 

21 

Congenital  Malformations 

73 

145 

163 

Nervous  System  and  Sense  Organs 

9 

25 

30 

Circulatory  System 

25 

21 

22 

Digestive  System 

5 

4 

4 

Genitourinary  System 

9 

39 

44 

Undescended  Testicles 

6 

35 

39 

Other 

3 

4 

5 

Bones  and  Joints 

19 

49 

54 

Lumbosacral  Region 

8 

37 

40 

Other 

11 

12 

14 

Other  Congenital  Malformations 

6 

7 

9 

Failure  to  Meet  Anthropometric  Standards 

164 

545 

628 

Underweight  (except  Malnutrition) 

35 

110 

125 

Overweight 

116 

430 

498 

Overheight  and  Underheight 

13 

5 

5 

Miscellaneous  Diseases  and  Defects 

128 

198 

247 

Abnormal  Urinary  Constituents  of 

Unspecified  Cause 

30 

86 

107 

Abnormal  X-Ray  and  Laboratory  Findings 

17 

20 

16 

Other  Symptoms  and  Ill-defined  Conditions 

81 

92 

124 

•"Prevalence"  includes  all  disqualifying  defects  coded  for  any  examinee.  A maximum  of  three  defects  were 
coded.  During  this  period,  77%  of  the  disqualified  draftees  had  one  disqualifying  defect  recorded;  19%,  two  dis- 
qualifying defects;  4%,  three  disqualifying  defects.  Former  studies  indicated  for  disqualified  examinees:  86%,  with 
one  disqualifying  defect;  12%,  two;  2%,  three.  (12) 
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Table  6 


Draftees:  Leading  Diagnoses  Accountable  for  the  Increase  in  the 
Medical  Disqualifications  for  Military  Service,  on  Initial  Examination3 
(1957-1958; 1969  1970) 


Diagnoses 

Number  Disqualified 
per  10,000 
Examined  Draftees 

Absolute  Increase 
per  10,000 
Examined  Draftees 

1957  1958 

1969  1970 

Number 

Percent 

Distribution 

Total  Disqualified  (All  Diagnoses) 

2,052 

3,127 

1,075 

100.0 

Leading  Diagnoses:  Total 

537 

1,548 

1,011 

94.0 

Failure  to  Meet  Weight-Height  Standards 

151 

540 

389 

36.2 

Overweight 

116 

430 

314 

29.2 

Underweight 

35 

110 

75 

7.0 

Hypertension 

77 

308 

231 

21.5 

Defects  of  Joints 

96 

213 

117 

10.9 

Defective  Hearing  and  Unilateral  Deafness 

38 

133 

95 

88 

Congenital  Malformations 

73 

145 

72 

6.7 

Abnormal  Urinary  Constituents 

30 

86 

56 

5.2 

Skin  and  Cellular  Tissue  Diseases 

72 

123 

51 

4.7 

Remaining  Diagnoses:  Total 

1,515 

1,579 

64 

6.0 

*Deriwed  from  Table  5. 


LFADING  DIAGNOSES 

Each  of  the  leading  diagnoses  (Table  6)  is  discussed  in  detail  as  to  the  probable 
underlying  causes  that  might  have  brought  about  the  increase  in  disqualifications.  Some 
suggestions  for  desirable  action  are  also  advanced. 

FAILURE  TO  MEET  THE  WEIGHT-HEIGHT  STANDARDS 

Over  one-third  (36.2%)  of  the  recent  increase  in  the  disqualification  of  draftees  for 
military  service  for  medical  reasons  is  due  to  failure  of  the  examinees  to  meet  the  current 
weight-height  standards.  It  is  the  largest  absolute  increase  attributable  to  this  diagnostic 
category,  which  comprises  overweight  and  underweight.  Overweight  will  be  evaluated  first 
as  it  heads  the  list  of  the  leading  diagnoses. 

Overweight 

General.  The  disqualification  rate  for  overweight  increased  from  1.2%  (116  per 
10,000  examined  draftees)  in  1957-1958  to  a rate  of  4.3%  (430  per  10,000  examined 
draftees)  in  1969-1970.  The  current  disqualification  rate  for  overweight  is  3.7  times  as 
high  as  it  was  formerly.  In  1957-1958  overweight  comprised  5.7%  of  the  medical 
disqualifications;  in  1969-1970  the  corresponding  percentage  was  13.8.  Overweight  is 
responsible  for  29.2%  (between  one-fourth  and  one-third)  of  the  total  recent  increase  in 
the  medical  disqualifications. 


... -I — . J . Ak  ...  . , 
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The  increase  in  the  disqualifications  for  overweight  occurred  in  spite  of  the  fact 
that  during  this  1957-1970  period  the  weight-height  standards  with  respect  to  overweight 
was  twice  revised  upward,  and  quite  significantly— first,  in  the  midyear  of  1959,  and  then 
at  the  end  of  1960.  A complete  picture  of  the  extent  of  the  differences  in  the 
weight-height  standards  originated  by  these  revisions  can  be  obtained  from  the  juxtaposed 
weight-height  standards,  as  listed  in  Table  7 and  graphed  in  Figure  2.  (The  top  five  graphs 
in  Figure  2 represent  the  various  “maximum,”  and  the  bottom  two  graphs  the 
“minimum”  standards.)  These  juxtaposed  data  indicate  wide  ranges  in  the  differences  of 
weight  by  height,  especially  in  regard  to  the  maximum  weight  (“overweight”). 

Table  7 

Weight  Standards  for  Military  Procurement  of  Men,  by  Height  and  Age 
(Prior  to  1959;  1959  - 1960;  Since  1961) 


"Effective  during  World  War  II  up  to  Mev  1969  <3;  4;  28).  No  differentiation  of  the  ttandardi  by  age. 

Effective  from  May  1969  through  December  1960  (4). 

Effective  >ince  January  1961  16). 

^ Added  in  1968  (SI. 

The  weight-height  standards  for  overweight  for  individuals  69  inches  tall  were 
chosen  for  illustrative  purposes  here,  as  this  height  is  the  current  modal  frequency  for 
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Weight  Standards  for  Military  Procurement  of  Men,  by  Height  and  Age 
(Prior  to  1959;  1959-1960;  Since  1961) 


Standard 

X Prior  lo  1959 1 

Maximum 

1959-  1960,  By  Age 

0 18-20  Years 
# 21-25  Years 

Since  1961,  By  Age' 
□ 16-20  Years 

1 21-24  Years 


A Pr  ior  to  196  1 2 
A Since  196 1 1 


e o 
e o 


Height  (Inches) 

1 Effective  during  World  War  II  up  to  May  1959  No  differentiation  of  the  standards  by  age. 

2 Effective  from  Moy  1959  through  December  1960  (4).  Note  the  minimum  during  this  period  was  the 
some  os  prior  to  1959. 

* Effective  since  January  1961  (£). 

4 Added  in  1968  (5). 

Source:  Data  from  Table  7. 

Figure  2 


draftees.  The  maximum  (or  standard)  weight  standards  for  these  draftees -69  inches  in 

height—were  as  follows,  by  period:  “sfonrfard”  weight 

(1)  Prior  to  May  1959,  as  far  back  as  World  War  II,  the  standard  weig 

was  148  pounds.  There  was  no  differentiation  m the  standards  by  age. 

(2)  From  May  1959  through  1960,  the  corresponding  maximum  standards 
were  181  pounds  for  men  18-20  years  old,  and  185  pounds  for  men 

(3)  From  thTbetfnning  of  1961  to  date,  the  maximum  standards  are  208 

pounds  for  those  16-20  years  old,  and  213  pounds  for  those  21-24 
years  old,  indicating  further  increases  of  27  and  28  pounds  for  these 
age-groups,  respectively,  over  the  immediately  preceding  standards  and 
tacrfases'of  60  and  65  pounds  over  the  “standard”  pnor  to  1WJ 
(Note  the  differences  in  the  age-groupings  between  the  1959-1960  and 
the  current  standards.)  , QC-Q  th(l 

When  generally  eompued  with  weight-height  sundurb  pno,  to 

rss  ^nrtr,r"^r,  - «- 

current  “"Slight  — pnur  to 

ZL  ,'oL  T2Z  weight-height  relationship,  of  youth,  of  utll.tery  JV | ” 

I — that  ha,  become  espeeblly 
conspicuous  of  late  IU)^  ^ modlfled  to  fit  the  increasing  weight. 

s:- 

in  'sXE&ZfStti 

7^”'^  XT term"  ^aximun^^wM^not^ts^  then^wid^he  taWw^of 

=£  jas=  =3SSfbr^  as  “ 

2S5S  ZSXTZJ5R  excessive  as  to  interfere  with 

‘”"”ng'  The  gene, rd 

discretion  and  judgment  with  respe  ..  ataf^d  that  “when  the  weight  is 

variations  from  the  established  standarxh,  conditTon  proper  Slow- 

disproportionate  and  is  believed  e u®  . ^ examining  physician  that  the 

ances  may  be  made  provided  it  is  the  opmmn  of  tgmm  ^ ^ 

lTTl8>  ^accordingly,  that  during  «-t  period  the  examining 

ph,ici.n.,d^hShe« 

ostensibly,  not  less  flexible  than  t P imum  standards.  An  individual  could  be 

restrictions  were  imposed  for  appying  . e(jjcaj  officer  only  if  his  weight  was 

qualified  for  military  at  the  d.scretion  of  exaimnmg  ^ordg  were  to  be 

less  than  16%  above  the  maximum;  otherwise,  tne  mui 


23 


J 

> 

I 


forwarded  to  the  Surgeon  of  the  Army  Area,  where  the  examination  took  place,  for 

review  prior  to  induction  (AR  40-503,  Change  3,  par.  16  (4).  ‘ 

Moreover,  a provision  relating  to  body  build  was  added  then  to  the  regulations 
requiring  that  it  be  recorded  as  “light,  medium,  or  heavy,  and  also  (if  the  individual  is 
obese)  as  obese”  (AR  40-503,  Change  3,  par.  15)  (4).  This  provision  was  apparently 
intended  as  an  additional  criterion  for  evaluating  weight  by  height. 

No  such  flexibility  has  been  currently  provided.  The  current  regulations  state 
flatly  that  “weight  related  to  age  and  height  which  is  in  excess  of  the  maximum  shown  in 
table  1,  appendix  Ilf,  for  men”  is  a cause  for  rejection  (AR  40-501,  par.  2-22b)  (5).  (The 
current  weight-height  maximum  standards  are  the  same  as  those  of  1959-1960,  raised  by 
15%  over  the  former  maximum-left  then  to  the  discretion  of  the  examining  medical 
officer,  but  now  incorporated  as  absolute  standards.)  Under  the  current  regulations,  an 
individual  may  be  disqualified  even  though  he  is  within  the  “maximum”  standards: 

“When  the  medical  examiner  considers  that  the  individual’s  weight  in  relation  to  the 
bony  structure  and  musculature  constitutes  obesity  of  such  a degree  as  to  interfere  with 

the  satisfactory  completion  of  prescribed  training”  (AR  40-501,  par.  2-23e)  (5).  ' 

Flexible  within  the  maximum  limits,  the  current  regulations  are  manifestly 
“absolute”  outside  the  maximum  limits.  The  absoluteness  (“inflexibility”)  of  the  present 
weight-height  regulations  with  regard  to  overweight  obviously  compels  the  A FEES  to 
comply  with  the  standards,  especially,  when  confronted  by  knowledgeable  draftees. 

Moreover,  it  provides  wider  opportunities  for  “purposive  overweight,”  as  practiced  by 
certain  draftees  to  avoid  military  service. 

Further  Increase  in  Weight.  Current  data,  based  on  the  “Medical  Disqualification 
Study”  (August  1969  - January  1970),  seem  to  point  to  further  increase  in  the  weight  of 
American  youths  of  military  age.  Weight-height  relationships,  like  those  published  for 
1957-1958  (13),  based  on  the  present  data  appear  to  indicate  that  the  current  weight- 
height  standards  would  disqualify  about  4.5%  of  the  draftees  for  overweight,  in  line  with 
the  actual  disqualifications  for  overweight. 

Overweight  Under  the  Medical  Remedial  Enlistment  Program  (MREP).  Under  the 
“Medical  Remedial  Enlistment  Program”  (MREP),  which  is  a part  of  Project  100,000, 
draftees  can  qualify  in  the  Armed  Forces— on  a voluntary  basis— even  if  their  weight  is 
20%  over  the  current  prescribed  maximum  standards  for  a particular  height  (14).  (This 
also  applies  to  applicants  for  enlistment.)  However,  only  7.4%  of  the  “overweight 
draftees”  who  were  eligible  under  MREP  applied  for  voluntary  induction,  and  only  3%  of 
these  eligihles  entered  the  military  service.  For  obvious  reasons,  MREP  has  been  by  far 
more  successful  with  respect  to  “overweight  applicants”  for  enlistment;  some  50%  of  the 
eligibles  applied,  and  some  40%  of  the  eligibles  actually  entered  the  service  (15). 

Since  it  appears  that  some  4.5%  of  the  currently  examined  draftees  would  be 
disqualified  for  overweight  under  the  prevailing  weight-height  standards,  the  logical 
question  is:  Can  a military  procurement  policy  tolerate  such  a relatively  high  disqualifi- 
cation rate  for  overweight  alone?  The  answer  may  depend  in  part  on  an  evaluation  of  the 
“overweight  youths”  (draftees  and  enlistees)  who  qualified  and  entered  the  Armed  Forces 
under  the  MREP  standards  (Project  100,000),  as  to  their  success  or  failure  in  the  military 
service,  when  compared  with  other  inductees  or  enlistees. 

Underweight 

In  addition  to  “overweight,”  which  is  the  principal  individual  diagnostic  cause  for 
the  recent  increase  in  the  medical  disqualifications  for  military  service,  there  has  been  a 
substantial  increase  in  the  disqualifications  for  “underweight,”  although  the  current 
(1961)  minimum  standards  are  lower  than  those  prior  to  1961.  For  the  bulk  of  the 
various  heights,  the  current  minimum  weights  are  10  pounds  less  than  previously.  This 
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comprises  individuals  between  66  and  77  inches  in  height,  that  is,  some  84%  of  the 
examined  draftees.  (For  a complete  picture  of  the  minimum  standards,  see  Table  7 and 
Figure  2.) 

The  disqualification  rate  for  “underweight”  increased  from  0.4%  (35  per  10,000 
examined  draftees)  in  1959-1958  to  1.1%  (110  per  10,000  examined  draftees)  in 
1969-1970— an  absolute  increase  of  about  0.7%  (Table  6).  Disqualification  rate  for 
underweight  thus  tripled  of  late  and  is  responsible  for  7.0%  of  the  recent  increase  of  the 
medical  disqualifications  (Table  6). 

As  in  case  of  “overweights,”  certain  “underweights”  qualify  under  MREP— namely, 
individuals  whose  underweight  does  not  exceed  10%  of  the  prescribed  minimum  for  a 
particular  height.  Of  the  “underweight  draftees”  eligible  under  MREP,  some  7%  applied 
and  1.5%  entered  the  military  service;  of  the  “underweight  applicants”  eligible  under 
MREP,  some  54%  applied  and  some  38%  enlisted  (15).  The  “underweights”  under  MREP 
should  be  evaluated  as  to  their  success  or  failure  in  the  military  service,  as  was  suggested 
for  “overweights.” 

Re-evaluation  of  the  Weight-Height  Standards 

Concurrently  with  evaluation  of  the  MREP  experience  with  respect  to  overweight 
and  underweight  recruits,  both  the  current  weight-height  standards  and  those  that  would 
result  under  the  MREP  requirements— by  adding  20%  to  the  current  maximum  standards 
and  reducing  the  current  minimum  by  10%— should  be  examined  on  the  basis  of  the 
current  actual  weight-height  distributions.  The  findings  from  such  concurrent  studies 
should  serve  as  a fundamental  basis  for  re-evaluating  the  current  weight-height  standards. 
Of  course,  the  current  weight-height  distributions  are  to  some  degree  biased  by 
“purposive  overweight,”  as  alluded  to  before,  as  well  as  by  “purposive  underweight.” 

Generally,  in  setting  weight-height  standards,  the  key  question  might  be  whether 
such  standards  should  be  based  on  some  “ideal”  (“desirable”)  standards  derived  from 
certain  health  criteria  (basically,  mortality  criteria),  or  should  be  based  on  the  prevalent 
actual  weight-height  distributions,  permitting  a certain  percentage  to  fall  outside  the  fixed 
standards— say  2 to  5%— as  dictated  by  prevailing  military  manpower  needs.  (These 
underlying  principles— “ideal ” versus  “actual”— are  equally  applicable  to  other  standards 
where  the  degree  of  the  medical  defect  can  be  quantitatively  assessed,  as  in  vision, 
hearing,  hypertension,  and  like  defects.) 

Perhaps  additional  criteria  should  be  applied  in  judging  overweight  or  underweight— 
not  confined  solely  to  the  weight-height  relationship. 

HYPERTENSION 
Changed  Standards 

Hypertension  is  the  second  leading  single  diagnosis  accountable  for  the  recent 
increase  in  the  medical  disqualifications  for  military  service  (Table  6).  The  medical 
disqualification  data  for  1957-1958  indicate  that  0.8%  of  the  draftees  (77  per  10,000 
examined  draftees)  were  disqualified  for  hypertension  during  that  period,  whereas  the 
current  disqualification  rate  for  hypertension  is  about  3.1%  (308  per  10,000  examined 
draftees),  an  absolute  increase  of  somewhat  over  2%. 

On  a relative  basis,  the  current  disqualification  rate  for  hypertension  is  about  four 
times  as  high  as  it  was  formerly.  The  increase  due  to  hypertension  constitutes  somewhat 
over  one-fifth  (21.5%)  of  the  total  recent  increase  in  the  medical  disqualifications. 

Paradoxically,  the  reported  increase  in  the  disqualification  for  hypertension  is  lower 
than  could  have  been  anticipated  had  a proper  quantative  evaluation  been  made  at  the 
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time  when  the  current  standards  for  hypertension  were  established.  Prior  to  1961,  when 
the  current  standards  became  effective,  and  as  far  back  as  1948,  the  military  standards  of 
blood  pressure  for  “non-acceptable”  read  as  follows: 

“Persistent  blood  pressure  at  rest  above  150 -mm  systolic  or  above  90-mm 
diastolic.  If  the  blood  pressure  reading  is  somewhat  (10-20-mm)  above  150-mm 
systolic  on  the  first  reading,  it  should  be  repeated  after  '/i-hour's  rest  recumbent” 

(AR  40-115,  par.  58i,  1948;  AR  40-503,  par.  54i,  1950)  (3,  4). 

The  corresponding  current  disqualification  standards  are: 

"Hypertension  evidenced  by  persistent  blood  pressure  readings  of  150-mm  or 
more  systolic  in  an  individual  over  35  years  of  age,  or  persistent  reading  of 
140-mm  or  more  systolic  in  an  individual  35  years  of  age  or  less.  Persistent 
diastolic  pressure  over  90-mm  diastolic  is  cause  for  rejection  at  any  age” 

(AR  40-501,  Chapter  2,  par.  2-1 9b,  1961).  (The  term  “persistent”  was  subse- 
quently changed  to  “preponderant.")  (5) 

Obviously,  on  the  basis  of  the  age  differential  introduced  in  the  current  blood 
pressure  standards,  the  draftees,  being  of  younger  ages— their  mean  age  is  about  20.5 
years  and  about  two-thirds  of  them  are  within  the  19-20  age  group— fall  within  the  blood 
pressure  category  of  140-mm.  Hg.  systolic/91-mm.  Hg.  diastolic.  As  a result  of  these 
changes  in  the  blood  pressure  standards,  draftees  with  systolic  blood  pressure  measure- 
ments between  140-mm.  Hg.  and  150-mm.  Hg.,  who  previously  qualified  for  military 
service,  are  now  to  be  disqualified.  (The  disqualification  standards  for  diastolic  blood 
pressure  remained  unchanged.)  Because  of  the  elimination  of  draftees  with  such  systolic 
blood  pressure,  a higher  disqualification  rate  for  hypertension  was  to  be  expected. 
However,  as  will  be  shown,  the  actual  increase  in  the  disqualification  for  hypertension  is 
far  lower  than  that  expected. 

Understated  (Under- Recorded)  Blood  Pressure 
Measurements  at  AFEES 

A recent  study  conducted  by  the  National  Center  for  Health  Statistics  (NCHA)  on 
blood  pressure  of  adults,  by  age  and  sex  (24),  shows  that  somewhat  over  4%  of  male 
youths,  aged  18-24,  have  blood  pressure  falling  within  the  blood  pressure  interval  of 
140-mm.  Hg.  systolic/90-mm.  Hg.  diastolic  and  150-mm.  Hg.  systolic/90-mm.  Hg. 
diastolic.  It  follows  from  this  study,  that  under  the  changed  standards  for  hypertension 
an  absolute  increase  of  4%  was  to  be  expected  in  the  disqualification  for  this  condition— 
an  increase  about  twice  as  high  as  that  shown  by  our  data.  (These  changes  in  the  blood 
pressure  standards  have  somehow  been  overlooked  in  general  discussions  of  the  basic 
changes  in  the  medical  standards.) 

Naturally,  the  question  arising  in  these  circumstances  is:  Why  is  the  actual  increase, 
as  shown  by  our  data,  lower  than  that  expected?  The  answer  appears  to  be  understated 
(under-recorded)  blood  pressure  measurements.  There  seems  to  be  a definite  tendency  at 
the  AFEES  to  record  blood  pressures  at  levels  lower  than  they  measured,  specifically 
when  the  blood  pressure  measurements  fall  within  the  blood  pressure  intervals  of  the 
established  standards  for  hypertension.  This  seemingly  has  occurred  both  under  the 
current  and  the  former  standards. 

Many  interrelated  factors  lead  to  the  tendency  of  understating  blood  pressures  at  the 
AFEES,  and  this  tendency  should  not  be  construed  as  a reflection  on  the  professional 
proficiency  of  the  medical  examiners,  nor  should  it  be  ascribed  to  some  hidden  adminis- 
trative policy.  Inaccuracies  are  typical  of  all  blood  pressure  investigations,  so  that  “blood 
pressure  readings  are  customarily  only  approximations’’  (19),  and  this  problem  is  made 
more  severe  by  conditions  unique  to  the  medical  examinations  for  military  service. 
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General  Factors  Affecting  Blood  Pressure  Measurements.  The  well-recognized  factors 
affecting  blood  pressure  measurements  (“recording”)  may  be  characterized  as  “intrinsic” 
or  “extrinsic.”  The  “intrinsic”  factors  are  those  that  actually  affect  the  blood  pressure 
levels,  such  as  the  examinee’s  age,  sex,  weight,  heredity,  ethnic  origin,  and  general  state 
of  health,  plus  transitory  factors  such  as  the  environmental  conditions  under  which  the 
medical  examination  is  performed  and  the  emotional  disturbance  caused  by  the  examina- 
tion. The  “extrinsic”  factors  are  those  that  do  not  affect  the  blood  pressure  per  se  but 
do  affect  the  blood  pressure  readings  (recording),  such  as  variability  in  the  accuracy  of 
the  measuring  instruments,  uncertainty  in  determining  the  systolic  and  diastolic  phases, 
variability  in  the  examiner’s  reaction  time  to  the  blood  pressure  sounds,  and  variation  in 
reading  scales.  ( 1,  2,  10,  19,  28) 

Whether  “intrinsic”  or  “extrinsic,”  these  factors  are  inherent  in  all  blood 
pressure  measurements  taken  for  whatever  purpose.  Because  of  such  variations,  the  blood 
pressure  of  each  examinee  in  the  NCHS  study  (25)  was  measured  three  times  during  the 
course  of  the  medical  examination  and  the  blood  pressure  readings  were  recorded  as  the 
average  of  the  three  measurements.  (It  is  significant  to  note  that  for  half  of  the 
examinees  in  the  NCHS  study,  the  differences  between  the  highest  and  the  lowest 
readings  of  the  three  measurements  were  10-mm.  Hg.  or  more  for  systolic  blood  pressure, 
and  at  least  6-mm.  Hg.  for  diastolic  blood  pressure)  (24). 

Objective  of  the  Military  Medical  Examination— a Potent  Determinant.  In  the  case  of 
the  medical  examinations  at  the  AFEES,  the  very  objective  of  the  examination— “to 
qualify  or  not  to  qualify”  the  examinee  for  military  service— represents  an  additional  and 
evidently  a potent  factor  affecting  blood  pressure  recording.  Suppose  that  the  medical 
examiner  at  an  AFEES  reads  the  examinee’s  blood  pressure  as  140-mm.  Hg.  systolic/ 
90-mm.  Hg.  diastolic— realizing  that  such  blood  pressure  disqualifies  the  individual  for 
military  service,  while  a systolic  blood  pressure  slightly  lower,  say  2-mm.  Hg.  lower, 
qualifies  him.  At  the  same  time,  the  medical  examiner  might  be  fully  aware  of  the 
potential  deficiencies  involved  in  such  readings.  Consequently,  the  examining  physician 
might  well  be  swayed  to  understate  (“under-record”)  the  reading  and  qualify  the 
individual— not  only  in  such  a close  case  but  in  many  cases  where  the  blood  pressure 
readings  might  be  higher,  above  the  defined  standards  of  hypertension.  (Apropos,  past 
studies  indicate  higher  frequencies  around  blood  pressure  readings  ending  in  “0.”  Current 
data  show  the  same,  except  for  the  blood  pressure  readings  of  140-mm.  Hg.  which  is 
disqualifying;  in  these  cases,  relatively  higher  frequencies  are  recorded  for  the  blood 
pressure  readings  of  138-  and  136-mm.  Hg.,  just  below  the  disqualifying  standards.) 

Cross-Tabulated  Distributions  Indicating  Understated  Blood  Pressure  Recordings  at 
AFEES.  The  following  data,  derived  from  cross-tabulated  distributions  of  draftees  by 
systolic  and  diastolic  blood  pressure  readings  (Table  8),  substantiate  the  prevalence  of  the 
under-recording  tendency. 

These  cross-tabulations  (on  a population  base  of  10,000)  relate  to  draftees 
examined  in  1959,  when  the  criteria  for  hypertension  were  151-mm.  Hg.  systolic/91-mm. 
Hg.  diastolic,  and  to  those  examined  in  1962  under  the  current  criteria  of  140-mm.  Hg. 
systolic/91-mm.  Hg.  diastolic.  In  these  cross-tabulations,  the  former  (1959)  systolic  blood 
pressure  standards  fall  within  the  145-154  mm.  Hg.  interval,  and  the  corresponding 
current  (1962)  standards  fall  within  the  135-144  mm.  Hg.  interval.  The  diastolic  blood 
pressure  standards  fall  now,  as  before,  within  the  blood  pressure  interval  of  85-94  mm.  Hg. 

As  may  be  seen  from  Table  8,  in  1959  some  11.5%  (1,146  per  10,000  of  the 
examined  draftees)  were  recorded  as  having  blood  pressure  readings  within  (145-154  mm. 
Hg.  systolic/85-94  mm.  Hg.  diastolic— when  such  blood  pressure  measurements  were 
qualifying  for  military  service.  In  1962,  when  these  blood  pressure  measurements  for  men 
under  35  years  of  age  became  disqualifying,  these  frequencies  dropped  sharply  to  1.4% 
(137  per  10,000  of  the  examined  draftees). 
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Table  8 


Draftees:  Distribution  by  Systolic  and  Diastolic  Blood  Pressure,  Age  21-22 

(1959,  1962) 


BASE:  10,000 
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4 

- 

-- 

-- 

2,889 

125  134 

11 

201 

1,019 

1,435 

342 

5 

1 

-- 

3,014 

135-144 

6 

92  , 

524 

1,107 

2 

-- 

2,315 

145-154 

- 

4 

24 

54 

5 

22 

5 

-- 

164 

155-164 

1 

3 

8 

29 

32 

9 

2 

121 

165-174 

- 

2 

5 

16 

16 

18 

9 

2 

68 

175+ 

- 

2 

4 

10 
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20 
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Total 

67 

1,044 

3,450 

4,044 

1,224 

116 

41 

9 

5 

10,000 

Source:  Cross-tabulations  derived  from  blood  preuure  data  at  recorded  on  Standard  Form  88  ("Record  of 
Medical  Examination")  of  draftees  (disqualified;  inducted)  examined  at  the  Armed  Forces  Examining  and  Induction 
Stations  for  military  service.  Some  60,400  SF  88  were  tabulated  for  the  21-22  age  group  in  1969,  and  some  79,600 
SF  88  in  1962.  The  cross-tabulations  ware  accomplished  by  the  Medical  Statistics  Agency,  Office  of  the  Surgeon 
General,  Department  of  the  Army.  (The  author,  while  a member  of  that  Agency,  has  been  responsible  for  the 
derivation  of  the  data.) 
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Expressing  it  differently,  according  to  these  data  around  85%  of  the  1959 
examinees  could  have  met  the  current  standards;  the  corresponding  frequency  in  1962 
rose  to  around  95%.  These  changed  frequencies  clearly  indicate  a strong  prevailing 
tendency  of  AFEES  to  understate  the  blood  pressure  measurements  of  draftees  with 
blood  pressure  higher  than  the  fixed  standards  of  hypertension,  and  hence  overstate  the 
blood  pressure  of  draftees  with  blood  pressure  lower  than  the  fixed  standards  of 
hypertension. 
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Results  of  Tendency  to  Understate  Blood  Pressure 

Concretely,  the  net  result  of  this  tendency  is  to  lower  the  disqualification  rate  for 
hypertension,  and  thus  increase  the  percentage  of  qualified  draftees.  This  might  he 
regarded  as  beneficial  from  the  quantitative  aspect  of  manpower  procurement.  But  is  this 
the  case?  In  some  instances  the  understated  (under-recorded)  readings  may  reflect  the 
“true”  readings,  due  to  the  various  factors  affecting  such  readings,  as  pointed  out  above. 
But  in  other  cases,  perhaps  in  most  cases,  the  understated  readings  might  lead  to 
qualifying  individuals  who  should  have  been  disqualified— assuming,  of  course,  that  the 
hypertension  standards  have  been  properly  defined.  Such  a tendency  undermines  the 
rationale  in  setting  up  standards,  which  aims  to  identify  and  eliminate  (a)  individuals  with 
medical  defects  that  will  make  it  impossible  for  them  to  perform  their  military  duty 
properly,  (b)  individuals  whose  defects  may  become  aggravated  by  the  military  service, 
and  (c)  individuals  whose  medical  condition(s)  may  endanger  the  health  of  their 
companions.  Hypertension,  assuming  that  it  has  been  accurately  defined,  involves  both  (a) 
and  (b). 

It  is  worth  mentioning  that  a study  (23)  of  Army  personnel  separated  from  the 
service  for  medical  defects  that  existed  prior  to  entry  into  the  military  service  (EPTS 
conditions)  shows  that  6.5%  of  these  individuals  were  separated  for  cardiovascular 
defects— practically  all  of  them  for  hypertension. 

Of  equal  and  critical  importance  is  the  fact  that  this  tendency  of  understating  blood 
pressure  is,  unintentionally,  highly  discriminatory.  It  favors  the  “sophisticated”  and  the 
“knowledgeable”  draftees,  who  have  full  information  on  the  standards  as  well  as  of  their 
health  status,  and  make  the  medical  examiners  comply  with  the  standards  by  whatever 
means  they  can  muster,  such  as  by  presenting  medical  documents,  reporting  their  defects 
on  their  medical  history  forms  (SF  89),  and  so  forth.  It  places  at  a disadvantage  those 
draftees  who  lack  such  knowledge,  due  to  socioeconomic  or  other  factors.  (As  will  be 
shown  in  subsequent  evaluations  of  the  medical  disqualification  by  ethnic  group,  the 
disqualification  of  Negroes  for  hypertension  is  lower  than  for  whites— 2%  for  Negroes 
versus  3%,  for  whites— in  contrast  to  what  has  been  generally  established,  that  hyper- 
tension is  more  prevalent  among  Negroes  (2,  7,  1_2,  18,  25). 

Expected  Disqualifications  for  Hypertension 

In  view  of  the  deficiencies  in  our  data  with  respect  to  the  blood  pressure  measure- 
ments, the  blood  pressure  data  from  the  NCHS  study  (24)  are  taken  as  basis  for 
projecting  expected  disqualifications  for  military  service  because  of  hypertension.  The 
expected  disqualifications  are  presented  separately  under  the  former  (prior  to  1961) 
blood  pressure  standards  of  151-mm.  Hg.  systolic/91-mm.  Hg.  diastolic,  and  under  the 
current  standards  of  140-mm.  Hg.  systolic/91-mm.  Hg.  diastolic. 

According  to  the  NCHS  study,  about  9%  of  the  draftees  would  be  expected  to  be 
disqualified  under  the  former  blood  pressure  standards,  and  about  13%  under  the  current 
corresponding  standards — indeed,  high  disqualification  rates  in  both  instances.  Our  data 
indicate  by  far  lower  disqualification  rates  of  1 and  3%,  respectively,  under  these 
standards.  However,  our  disqualification  data  are  derived  from  cases  in  which  hyper- 
tension was  the  primary  cause  of  disqualification.  As  is  well  known,  hypertension  is 
associated  with  other  disqualifying  causes,  such  as  overweight  and  cardiovascular  diseases 
(other  than  hypertension),  in  which  hypertension  is  given  as  a secondary  (chiefly)  or  a 
tertiary  cause  of  disqualification.  Therefore,  the  prevalence  rate  of  hypertension  would  be 
higher  than  the  rate  indicated  by  primary  disqualifications.  Such  current  prevalence 
data— including  primary,  secondary  and  tertiary  causes— indicate  a hypertension  prevalence 
rate  of  5.6%>  (559  per  10,000  examined  draftees)  (Table  5),  about  twice  as  high  as  the 
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rate  based  on  primary  causes  alone  but  still  somewhat  less  than  one-half  of  the  rate 
shown  by  the  NCHS  data. 

Pressing  Goals 

In  light  of  these  findings,  the  following  goals  certainly  appear  pressing: 

(1)  Establishment  of  appropriate  means  for  obtaining,  as  far  as  possible, 
accurate  blood  pressure  readings. 

(2)  When  this  first  goal  is  accomplished  and  sufficient  data  become  available,  a 
comprehensive  study,  based  on  these  data,  to  evaluate  the  distr  iiutions  of  examinees  by 
systolic  and  diastolic  blood  pressure  in  terms  of  ethnic  group,  age,  and  presumably  also 
weight,  in  view  of  the  fact  that  blood  pressure  is  a function  of  weight  as  of  age  (10,  20). 

(3)  Appraisal  of  the  existing  blood  pressure  standards  on  the  basis  of  these 
distributions.  Such  an  appraisal  might  lead  to  redefining  hypertension,  should  it  indicate 
potential  disqualification  rates  considered  too  high  from  a military  manpower- 
procurement  point  of  view. 

(4)  Preparation  of  appropriate  blood  pressure  tables,  by  age,  ethnic  group,  and, 
perhaps,  weight. 

It  seems  pertinent  to  repeat  at  this  point  what  has  been  expertly  stated  somewhat 
over  a quarter  of  a century  ago— and  still  holds  now— concerning  blood  pressure  in 
military  medical  standards.  It  was  stated  then  that  “the  range  of  the  normal  blood 
pressure,  both  systolic  and  diastolic,  is  still  not  clearly  defined;  and  critical  levels,  above 
which  it  is  unsafe  or  unwise  to  accept  a registrant,  have  not  been  established  on  a sound, 
factual  basis”  (8).  It  is  toward  this  end  of  obtaining  a “sound,  factual  basis,”  that 
definite  research,  reflecting  military  experience,  needs  to  be  directed.  Appropriate  follow- 
up studies  within  the  Armed  Forces  are  highly  desirable  in  this  respect,  as  suggested  then 
(8),  and  still  wanted  now. 

Establishment  of  proper  blood  pressure  measurements  should  result  under  the 
present  standards  in  higher  disqualification  rates  for  hypertension,  unless  counterbalanced 
by  lower  standards. 


DEFECTS  OF  JOINTS 

The  disqualifications  for  defects  of  the  joints  rank  third  as  a cause  of  the  recent 
increase  in  the  medical  disqualifications.  The  disqualification  rates  for  these  defects  rose 
from  1.0%  (96  per  10,000  examined  draftees)  to  2.1%  (213  per  10,000  draftees)— an 
absolute  increase  of  1.2%,  and  twice  as  high  as  formerly.  Some  10.9%  of  the  recent 
increase  in  the  medical  disqualifications  are  accounted  for  by  disqualifications  for  defects 
of  the  joints  (Table  6). 

The  previously  mentioned  study  (23)  on  men  discharged  from  the  Armed  Forces  for 
medical  defects  that  existed  prior  to  entry  into  the  service  (EPTS)  shows  that  defects  of 
the  joints,  belonging  to  the  general  diagnostic  category  of  “orthopedic  defects,”  consti- 
tuted some  37%  of  all  EPTS  discharges.  These  are  the  most  elusive  defects  to  be 
discovered  at  the  AFEES.  Somewhat  over  49%  of  these  defects  were  rated  “A”  (i.e.,  as 
conditions  that  could  not  have  been  detected  at  the  AFEES)  and  about  39%  were  rated 
“B”  (i.e.,  as  conditions  that  possibly  could  have  been  detected). 

The  separations  for  EPTS  conditions  have  been  sharply— though  not  wholly  justly- 
criticized.  As  a consequence,  there  has  been  a manifest  effort  by  the  Army  Recruiting 
Command,  which  has  charge  of  the  AFEES,  to  lower  the  EPTS  rate  of  discharge  by  more 
“cautious”  screening.  Such  an  effort  has  undoubtedly  led  to  some  increase  in  the 
disqualifications  for  these  defects.  In  addition,  the  knowledge  of  the  standards— a fact 


that  must  be  emphasized  time  and  again— has  its  compounding  effect  in  increasing  the 
disqualification  rates.  It  is  impossible,  of  course,  to  separate  the  effects  of  “cautious” 
screening  from  those  resulting  from  “sought-for  knowledge”  of  the  standards  as  moti- 
vated by  negative  attitudes  towards  military  service. 

Pertinent  in  this  regard  also  are  the  publication  of  Chapter  10  (AR  40-501)  early  in 
1966,  dealing  with  the  administrative  procedures  of  the  medical  examination  at  the 
AFEES,  and  particularly  the  publication  of  Chapter  11  (AR  40-501)  early  in  1967, 
dealing  with  the  medical  examination  techniques.  Both  undoubtedly  contributed  a great 
deal  toward  clarifying  the  medical  standards  and  have  resulted  in  more  “cautio.'s” 
screening. 


DEFECTIVE  HEARING 
General 

The  fourth  leading  cause  for  the  recent  increase  in  the  medical  disqualification  is 
defective  hearing,  including  unilateral  deafness.  From  a disqualification  rate  of  0.4%  (38 
per  10,000  examined  draftees),  the  disqualifications  for  hearing  acuity  rose  to  a rate  of 
1.3%  (133  per  10,000  examined  draftees),  an  absolute  increase  of  about  1.0%.  The 
current  disqualification  rate  for  defective  hearing  is  3.5  times  as  high  as  it  was  previously. 
The  increase  due  to  defective  hearing  comprises  about  9%  of  total  increase  in  the  medical 
disqualifications  during  the  1957-1970  period  (Table  6). 

It  has  been  speculated  that  some  of  the  increase  in  the  recent  disqualifications  for 
defective  hearing  might  be  associated  with  certain  environmental  factors,  namely,  highly 
amplified  music  in  the  past  decade,  or  other  intensified  noises.  There  might  be  some 
truth  in  this  speculative  view.  However,  in  evaluating  our  data,  it  seems  more  credible  to 
conclude  that  the  recent  higher  disqualifications  for  defective  hearing  are  the  combined 
result  of  changed  procedures  established  in  the  AFEES  for  determining  auditory  acuity 
and  changed  hearing  standards  of  “acceptability.” 

Changed  Hearing  Testing 

As  previously  stated,  prior  to  1961  the  governing  medical  standards  were  those 
published  in  AR  40-503  (4).  At  that  time,  auditory  determination  was  made  primarily  on 
the  basis  of  the  whispered  and  spoken  (conversational)  voice.  To  determine  the  acuity  of 
hearing  by  the  whispered  voice,  the  medical  examiner  placed  the  examinee  15  feet  from 
himself  and  directed  him  to  repeat  promptly  the  words  he  heard.  Whenever  the  examinee 
could  not  hear  the  whispered  words  at  15  feet,  the  examiner  would  approach  the 
examinee  foot  by  foot  until  the  latter  could  repeat  the  words  correctly.  The  acuity  of 
hearing  was  then  expressed  as  a fraction,  in  which  the  numerator  was  the  distance  in  feet 
at  which  the  whispered  words  were  heard  by  the  examinee  and  the  denominator  was  15. 
Thus  15/15  indicated  normal  hearing;  10/15  indicated  that  the  examinee  heard  at  a 
10-foot  distance  what  an  individual  with  normal  hearing  would  hear  at  15  feet.  The  same 
procedure  has  been  followed  when  the  testing  was  accomplished  on  the  basis  of  the 
spoken  (conversational)  voice. 

During  this  period  (prior  to  1961),  testing  of  hearing  by  audiometer  was  used  only 
when  the  auditory  acuity  proved  to  be  less  than  15/15  by  the  whispered  or  spoken  voice 
(AR  40-503,  par.  23c)  (4).  Currently,  there  is  no  objection  to  conducting  the  whispered 
or  the  spoken  voice  tests,  but  only  as  a preliminary  to  the  audiometric  hearing  test 
(AR  40-501,  par.  2-7,  and  AR  601-270,  par.  4-20h  (3)  (f))  (5,  6). 
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The  shift  to  the  current  auditory  procedures  of  testing  was  clearly  intended  to 
provide  more  accurate  auditory  determination,  resulting,  therefore,  in  higher  disqualifica- 
i tions  for  defective  hearing. 

! Changed  Audiometric  Standards 

In  addition  to  the  fact  that  audiometric  testing  has  become  the  only  determinant  of 
hearing  acuity,  there  has  been  a change  in  the  audiometric  standards  for  acceptability  as 
such.  The  audiometric  standards  are  expressed  in  terms  of  loss  of  decibels  in  the 
following  frequencies:  Formerly— 500,  1,000,  2,000,  -1,000  and  8,000  cycles  per  second 
(cps);  at  the  present  time,  the  frequency  of  8,000  cps  is  excluded. 

On  the  basis  of  these  tests,  the  individuals  were  formerly  profiled  with  the  respect 
to  hearing  as  H-l,  H-2,  and  H-3,  on  a progressive  scale  of  loss  of  hearing.1  The  minimum 
audiometric  standards  of  acceptability  for  each  of  these  profile  categories  were  as 
follows: 

(1)  Frequencies  500,  1,000,  and  2,000  cps;  H-l— average  loss  in  each  ear  not 
over  15  decibels;  H-2— average  loss  in  each  ear  not  over  20  decibels  (and 
not  over  25  decibels  in  any  of  these  frequencies);  H-3— average  loss  in  each 
ear  not  over  25  decibels  (and  not  over  30  decibels  in  any  of  these 
frequencies). 

(2)  Frequencies  4,000  and  8,000  cps:  H-l— average  loss  in  each  ear  not  over  30 
decibels;  H-2— average  loss  in  each  ear  not  over  40  decibels  (and  not  over 
50  decibels  in  any  of  these  frequencies);  H-3— average  loss  in  each  ear  not 
over  60  decibels  (and  not  over  70  decibels  in  any  of  these  frequencies). 

(3)  Whenever  the  average  audiometric  loss  for  either  ear  is  greater  than  those 
specified  above  as  a maximum  loss  for  each  ear  (H-3),  the  average 
maximum  loss  for  the  other  ear  (better  ear)  must  be  not  higher  than  that 
prescribed  for  H-l  (AR  40-503;  24a)  (4). 

In  1962,  profile  3 was  eliminated  for  current  procurement  purposes.  (Defects 
profiled  3 are  acceptable  under  mobilization  standards,  AR  40-501,  Chapter  6,  5). 
Consequently,  H-3  was  eliminated.  The  current  minimum  audiometric  standards  of 
acceptability  for  both  ears  are  those  prescribed  above  for  H-2  (excluding  the  frequency  of 
8,000  cps),  and  for  the  better  ear  those  specified  under  (2)  above  (AR  40-501,  Appendix 
II,  Table  1,  5). 

Evidently,  elimination  of  examinees  in  the  H-3  profile  category  should  have  brought 
a certain  additional  increase  in  the  disqualification  rate  for  defective  hearing,  on  top  of 
that  caused  by  the  shift  in  the  auditory  testing.2  Their  separate  effects— that  is,  to  what 
extent  is  the  increase  in  defective  hearing  disqualifications  due  to  the  changes  in  the 
testing  procedures  and  to  what  extent  is  it  the  result  of  changed  standards— is  impossible 
* to  determine  from  the  data  available.  Nor  is  it  possible  to  rule  out  some  feigned  deafness. 

Needed  Distributions  by  Audiometric  Readings 

There  can  be  little  doubt  as  to  the  superiority  of  audiometric  testing  over  the 
former  hearing  testing  by  the  whispered  and  spoken  voice.  However,  for  a proper 
evaluation  of  the  audiometric  standards,  a comprehensive  analysis,  based  on  the  actual 
distribution  of  the  examinees  by  audiometric  readings,  would  be  useful.  Data  for  such 
distributions  are  available;  the  needed  audiometric  data,  not  coded  at  present,  are 
recorded  on  SF  88  (Item  71).  (See  Appendix  C-3.)  It  seems,  thus,  highly  desirable  that 

1 

“H"  symbolizes  ‘'Hearing.”  See  14,  15  for  an  explanation  of  the  profiling  system. 

2 Elimination  of  profile  3 has  affected  other  diagnoses  as  well;  see  17  concerning  draftees  profiled  3, 
including  H-3,  who  were  inducted. 
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arrangements  be  made  with  USAREC  to  have  these  data  included  on  its  master  file,  at 
least  for  a one-time  study.  Publish^  data  (21,  26)  do  not  provide  proper  distributions 
for  such  an  evaluation. 


OTHER  LEADING  DIAGNOSES 

The  five  leading  diagnoses  discussed— overweight,  underweight,  hypertension,  defects 
of  the  joints,  and  defective  hearing— account  for  over  three-fourths  (77.4%)  of  the  recent 
increase  in  the  disqualifications  for  medical  reasons  (Table  6).  Among  the  “other  leading 
diagnoses”  are  the  following  categories:  congential  malformations,  abnormal  urinary 
constituents,  and  skin  and  cellular  tissue  diseases. 

The  primary  diagnoses  among  the  congenital  malformations  are  defects  of  bones  and 
joints— specifically,  lumbosacral  region— and  undescended  testicles.  (Prior  to  1966, 
undescended  testicles  within  the  abdominal  cavity  were  acceptable,  but  they  are  now 
rejectable  under  AR  40-501,  Change  15,  5).  Thus,  the  increase  in  the  disqualification  for 
undescended  testicles  might  be  attributed  to  this  change  in  the  standards.) 

Albuminuria  is  the  principal  single  diagnosis  among  the  abnormal  urinary  constit- 
uents. (Orthostatic  albuminuria,  now  rejectable,  was  acceptable  prior  to  1961.)  Acne 
vulgaris  is  the  primary  single  diagnosis  among  the  skin  and  cellular  tissue  diseases. 


TOTAL  EFFECTS 

Altogether,  the  above-specified  leading  diagnoses  (including  “Other  Leading 
Diagnoses”)  are  responsible  for  94.0%  of  the  recent  increase  in  the  medical  disqualifica- 
tions; 6.0%  are  due  to  the  remaining  diagnoses  (Table  6). 

In  1957-1958,  these  leading  diagnoses  comprised  somewhat  over  one-fourth  (26.2%) 
of  all  medical  disqualifications;  in  1969-1970  they  comprised  about  one-half  (49.5%)  of 
the  medical  disqualifications. 

REMAINING  DIAGNOSES 

Among  the  “remaining  diagnoses”  there  are  undoubtedly  some  individual  diagnoses 
that  would  show  relatively  higher  increases  in  the  disqualification  rates  than  those 
indicated  by  the  “leading  diagnoses.”  “Active  orthodontic  appliances”  might  be  a case  in 
point.  However,  these  diagnoses  are  of  very  low  frequencies  in  the  distributions  of  the 
disqualifying  medical  defects. 

Some  400  individual  medical  3-digit  diagnoses  are  coded.  As  previously  indicated, 
distributions  by  these  detailed  codes  are  available,  to  be  utilized  whenever  desired. 
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Appendix  A 

MEMORANDUM  REGARDING 
APPLICATION  OF  MEDICAL  STANDARDS 

Memorandum  from  the  Assistant  Secretary  of  Defense 
(Manpower  and  Reserve  Affairs)  for  The  Secretaries  of  the 
Military  Departments.  Subject:  Application  of  Medical 
Standards  at  Armed  Forces  Examining  and  Entrance 
Stations  and  at  Reception  Centers  of  the  Services  (dated  14 
July  1967). 
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MANPOWER  AND 
RESERVE  AFFAIRS 


OFFICE  OF  THE  ASSISTANT  SECRETARY  OF  DEFENSE 


WASHINGTON.  D.  C 20301 


Appendix  A 


COPY 


14  July  1967 

MEMORANDUM  FOR  THE  Secretaries  of  the  Military  Departments 

SUBJECT:  Application  of  Medical  Standards  at  Armed  Forces 

Examining  and  Entrance  Stations  and  at  Reception 
Centers  of  the  Services 


Results  of  preinduction  examinations  of  draftees  for  military  service  in 
1966  reveal  that  a much  greater  percentage  of  whites  are  disqualified 
for  medical  reasons  than  are  Negroes  in  all  geographical  areas  of  the 
United  States.  Other  available  evidence  indicates  that  medical  rejection 
rates  are  also  much  higher  for  college  graduates,  generally,  than  for  men 
with  lesser  educational  achievement.  These  findings  appear  to  be  incon- 
sistent with  the  general  assumption  that  groups  in  the  population  with 
less  access  to  medical  services  and  lower  standards  of  living  are  more 
likely  to  suffer  from  certain  types  of  medical  disabilities. 

It  is  also  noted  that  a wide  variation  exists  among  the  four  Services  in 
the  attrition  rate  due  to  medical  reasons  during  basic  training. 

These  findings  indicate  the  need  for  a thorough  study  of  the  adequacy 
and  consistency  of  application  of  current  medical  examination  procedures 
both  at  the  AFEES  and  at  the  reception  centers  of  the  four  Services. 

The  objectives  of  the  study  will  be  to  determine  the  causes  of  the 
observed  differences  in  medical  disqualification  rates  among  the  various 
population  groups  screened  and  in  medical  attrition  rates,  and  to  recom- 
mend any  desirable  changes  in  medical  examination  procedures,  and  in 
organization  and  management  of  the  medical  examination  system. 

The  study  will  include  two  major  aspects:  (1)  a comprehensive  statistical 
analysis  of  medical  rejections,  of  medical  discharges  for  pre-existing 
conditions,  and  of  in-service  incidence  of  medical  conditions  among 
various  population  groups,  and  (2)  a survey  of  organization  and  medical 
examination  procedures  at  selected  AFEES  and  reception  centers.  The 
statistical  study  will  be  directed  by  Dr.  Wool  of  my  office.  I have 
asked  the  Assistant  Secretary  of  Defense  (Administration)  to  conduct  the 
organizational  and  procedural  aspect  of  the  study  with  appropriate  medical 
professional  advice  and  support.  The  properly  examine  resources  applied 
to  medical  examinations,  the  over-all  organization,  management  costs  and 
staffing  patterns  of  AFEES  and  reception  centers  will  be  reviewed  in 
addition  to  the  review  of  medical  examination  procedures  at  these  facilities. 
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Although  the  statistical  analysis  portion  of  the  study  may  require  a 
longer  period,  it  is  hoped  to  complete  the  organization  and  procedural 
survey  within  five  or  six  months. 

Cognizance  over  the  study  effort  will  be  maintained  by  the  Deputy  Assistant 
Secretary  of  Defense  (Manpower).  The  study  will  require  participation  by 
the  Military  Departments  to  provide  data  and  to  provide  study  group  support. 
Every  effort  will  be  made  to  hold  resource  requirements  to  a minimum 
consistent  with  the  needs  for  a definitive  study  in  this  area. 

It  is  requested  that  you  advise  General  Lampert  of  a point  of  contact  with 
whom  you  may  be  kept  abreast  of  progress  on  this  endeavor.  I would 
appreciate  receiving  your  designation  by  c.o.b.,  19  July. 


Thomas  D.  Morris 
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MEDICAL  DISQUALIFICATION  STUDY:  ITEMS  REQUESTED 


These  items  were  worked  up  as  pertinent  variables  for 
this  study. 

All  items  under  B (1)  are  put  on  magnetic  tape  by 
Headquarters,  (J.S.  Army  Recruiting  Command  (USAREC). 
The  tape  is  submitted  to  the  Surgeon  General’s  Office, 
Department  of  the  Army,  for  tabulation  purposes.  (See 
“Planned  Tabulations,”  Appendix  D.) 

All  items  under  B (2)  for  medically  disqualified 
examinees  are  coded  on  “scan  sheets”  by  the  Surgeon 
General’s  Office,  Army,  and  then  matched  (by  coded 
identifying  items)  and  linked  with  the  other  corresponding 
data  on  the  magnetic  tapes.  (For  detailed  description  see 
text,  “Plan  of  the  Study”). 

These  procedures  are  still  in  force. 

(The  requested  data  and  the  planned  tabulations  were 
worked  up  by  the  author  while  with  the  Surgeon  General’s 
Office.) 
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MEDICAL  DISQUALIFICATION  STUDY:  ITEMS  REQUESTED 


B (1) 

Social  Security  Number  or  other  identification 
A FEES 

Month  and  Year  of  Current  Examination 
Selective  Service  Number 
Military  Service  Applied 
Army 
Navy 

Marine  Corps 
Air  Force 
NA 

Geographic  Region 
Age  (as  of  last  birthday) 

Race 

Marital  Status 
Citizenship 

Conscientious  Objector 

Education:  Highest  Grade  or  College  Year  Completed 
Type  of  Examinee 

Draftee— Preinduction:  Not-Previously  Examined 
Draftee— Preinduction:  Previously  Examined 
Inductee— Qualified  Preinductee:  Physical  Inspection 
Inductee— Qualified  Preinductee:  Lapse  of  Time 
(Complete  medical  reexamination) 

Applicant  for  Enlistment:  Not-Previously  Examined 
Applicant  for  Enlistment:  Previously  Qualified 
Conscientious  Objector  (I-O) 

Results  of  Examination 

Qualified:  Physical  Category  A 

Qualified:  Physical  Category  B / 

Disqualified  Administratively 

Disqualified:  Failed  AFQT  (below  10  percentile) 

Disqualified:  Failed  Additional  Mental  Requirements 
Medically  Disqualified 
Failed  Medical  and  AFQT 

Failed  Medical  and  Additional  Mental  Requirements 
Incomplete  Examination  (either  Mental  or  Medical) 

AFQT  Score  (Include  number  of  test) 

Mental  Group 
Military  Service  Entered 
Army 
Navy 

1 


* 

I 
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Marine  Corps 
Air  Force 
Height 
Weight 

Blood  Pressure  (Sitting): 
Systolic- 
Diastolic 


B (2) 

Date  of  Examination 
Identification  Number 
Defects  (1st) 

Defects  (2nd) 

Defects  (3rd) 

Medically  Disqualified 
Y designation 
Z designation 
Not  Applicable 
Supporting  Evidence 
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SOURCE  OF  DATA:  FORMS 

C(l)  DD  Form  47,  Record  of  Induction 
C(2)  DD  Form  4,  Enlistment  Contract- Armed  Forces  of  the 
United  States 

C(3)  Standard  Form  88,  Report  of  Medical  Examination 
C(4)  Standard  Form  89,  Report  of  Medical  History 
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Appendix  C (1)  (Continued! 


Appendix  C (2) 


INLISTMfNT  CONTRACT  ~ ARMED  FORCES  OF  THE  UNITED  STATES  furm  4ppr<„.J 

fAltn  In  hr  u« rd  h\  4FHF.*  in  lonpinrhon  with  induction  procrtting  as  a mram  of  providing  data  for  Hudgct  Hurra u No.  22-K00I6 

manpoitrr  information  rr porting  tyilrmv) 


1 RATf'ORADf  14  BRANCH/CL A5>S  lb  LAST  NAME  FIRST  NAME  MI001 E NAME 

ANO  COMPONENT  I 


/ TERM  OF  INLISTMENT/INDUC 


YEARS  D MINORITY 


10  AFQT  SCORE  111  INUSTEO/RE ENUSTEO/INOUCTID 


I la  MARI  T At  |M>  NO  19  NAME  A LOCATION  OF  ACTIVITY  EFFECTING  ENLISTMENT/ 
STATUS  OE  PE  NO  RE  ENl  ISTME NT/INOUCTION 


II?  AUTHORITY  FOR  ENl  ISTME  NT /RE  ENL  ISTME  NT/INDUC 


OlsttNllST  CDREENL  CD  INDUCT  ION 


37  RATC/GR  APT/RAPT  1 39  SELECTIVE  SERVICE  LOCAL  »D  /Hd  No.  ciIy  4 *tatr) 


44  MENTAL  TEST  SCORES 


4S  SEX  141  RACE  47  DATA  PROCESSING  COOE 


SO  I know  that  if  I recerv  my  enlistment  by  imam  of  My  film  statement,  wilful  mbrepreae  station  or  concealment  as  to  my  qualifications  tor  enlistment,  I am  lia 
Mr  to  trial  by  court  martial  or  discharge  for  fraudulent  enlistment  and  that,  if  rejected  because  of  any  disqualification  known  and  concealed  by  me.  I will  not  be  furnished 
return  transportation  to  place  of  acceptance. 

I am  of  the  legal  age  to  enlbt  I have  never  deserted  from  and  I am  not  a member  of  the  Armed  Forces  of  the  United  States,  the  US  Coast  Guard  or  My  Reserve 
component  thereof.  I have  never  been  dbclmrged  from  the  Armed  Forces  or  any  type  of  civilian  employment  in  the  United  States  or  My  other  country  on  account  of  d» 
ability  or  throo^i  sentence  of  cither  civilian  or  military  court  unless  so  indicated  by  me  in  Mem  9b.  ‘Remarks"  of  this  contract  I am  not  t ow  drawing  retired  pay.  a pen 
don.  disability  allowance,  or  disability  compensation  from  the  government  of  the  United  States. 

•1  SECTION  SS3S  OF  TITLE  10  OF  THE  UNITED  STATES  CODE  is  quoted  ‘(a)  The  Secretary  of  the  Navy  may  eitend  enlistments  in  the  Regular  Navy  and 
the  R r pilar  Marine  Corps  in  time  of  war  or  in  time  of  national  emergency  dr  dared  by  the  Fred  dsn  t for  such  period  as  he  couddew  necessary  in  the  public  intered  Each 
member  whose  enlist  meat  is  extended  under  this  section  shall  be  discharged  not  later  thm  dx  months  after  the  end  of  the  war  or  Mtional  emergency,  unless  he  voluntarily 
extends  bis  enlistment  (b)  The  substance  of  this  section  dial  be  Included  in  the  enfbtment  contract  of  each  person  enhating  in  the  Regular  Navy  or  Regular  Marine 
Corps  " 

U SECTION  5540  OF  TITLE  10  OF  THE  UNITED  STATES  CODE  is  quoted  “(a)  The  senior  officer  present  afloat  in  foreign  waters  dml  send  to  the  United 
States  by  Government  or  other  transportation  as  soon  as  pomlble  each  enlisted  member  of  the  naval  service  who  is  serving  on  a naval  vernal,  whose  term  of  eaHstmeat  has 
expired,  and  who  dashes  to  return  to  the  United  Stales.  However,  when  the  motor  officer  present  afloat  considers  it  eaarodal  to  the  public  interest,  he  may  retain  such  a 
member  on  active  duty  until  the  vessel  returns  to  the  United  Stales  (b)  Each  member  retained  under  this  section  (I)  dial  be  discharged  not  later  limn  )0  days  after  kb 
■rrtvai  in  the  United  States;  and  (2) except  in  lime  of  war  b entkted  to  an  Incream  in  bosk  pay  of  25  percent  fc)  The  subetMct  of  Ihb  section  *aH  be  Included  in  the  to 
Raiment  contract  of  such  person  inlieHnq  in  the  naval  service.” 

U I understand  that,  upon  endatmenf  Mi  a Reserve  Component  of  the  Armed  Forces  of  the  United  States,  or  upon  transfer  or  assignment  thereto.  I may  be  ordered 
to  active  duty  without  my  consent  for  the  duration  of  a war  or  national  emergency  declared  by  Congress  and  for  da  months  thereafter,  or  for  a period  of  24  consecutive 
months  during  a period  of  national  emergency  declared  by  the  President, or  under  my  other  conditions  and  for  mch  period  of  time  as  are  presently  or  hereafter  Mthorired 
by  law  I further  understand,  as  a statutorily  obligated  member  of  the  Ready  Reserve  that  if  I am  not  amipied  to.  or  participating  mtbfactorily  in.  a unit  of  the  Ready  Re 
serve  and  hove  not  served  on  active  duty  for  a total  of  24  months.  I may  be  ordered  to  active  duty  without  my  consent,  by  order  of  the  President,  until  my  total  service 
on  aetbe  duty  equals  24  months,  the  terms  of  my  snlbtmant  notwithstanding 


•o  uim  mny  ■ iineai  my  c assent  ror  me  our  anon  or  a wm  or  national  emergency  oatimsu  oy  t 
months  dosing  a period  of  national  emergency  declared  by  the  President. or  under  My  other  condMI 
by  law  I further  understMd.  as  a statutorily  alligatsd  member  of  the  Ready  Reserve  that  if  I am  a 
serve,  and  hove  not  sowed  on  aetbe  duty  foe  a total  of  24  months.  I may  be  ordered  to  active  do 
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54  | have  had  this  contract  fully  captained  to  me.  I understand  it.  and  certify  that  no  promise  of  any  kind  has  been  made  to  me  concerning  assignment  to  duty,  geo- 

graphical  area,  schooling,  special  programs,  assignment  of  government  quarters,  or  transportation  of  dependents  except  as  indicated 

55  I swear  ( or  affirm)  that  the  foregoing  statements  have  been  read  to  me.  that  my  statements  have  been  correctly  recorded  and  are  true  in  all  respects  and  that  I 
fully  understand  the  conditions  under  which  I am  enlisting 


signature  OF  witness  | signature  OF  applicant  (Firtl  Name  - Middle  Name  - La»t  Name ) 


5;  OATH  OF  ENLISTMENT  ( For  service  in  Regular  or  Reserve  Component  of  the  Armed  Forces  except  National  Guard  or  Air  National  Guard) 


(First  Name  - Middle  Name  - Last  Name) 
prescribed  by  law.  this day  of 


.do  hereby  acknowledge  to  have  voluntarily  enlisted  under  the  conditions 


prescribed  by  law  (Jus day  of , 19 . in  the foe  a period  of 

years  unless  sooner  discharged  by  proper  authority ; and  I do  solemnly  swear  (or  affirm)  that  I will  support  and  defend  Che  Constitution  of  the 

United  States  against  all  enemies,  foreign  and  domestic,  that  I will  bear  true  faith  and  allegiance  to  the  same;  and  that  I will  obey  the  orders  of  the  President  of  the  United 
States  and  the  orders  of  the  officers  appointed  over  me.  according  to  regulations,  and  the  Uniform  Code  of  Military  Justice.  So  help  me  God. 


OATH  OF  . ENLISTMENT  (For  service  in  National  Guard  or  Air  National  Guard) 


nly  entitled  I 


I do  hereby  achnowtedgr  to  have  voluntarily  enlisted  this 

Guard  of  the  Slate  of  I 

of  Ike  l m led  States)  (Air  National  Guard  of  the  l ailed  Stalest  for  a period  of  __ 
conditions  presented  by  law.  unless  sooner  discharged  by  proper  authority. 


(Ftrsl  Name  - Middle  Nome  - Lott  Name) 
United  States  and  of  the  State  of 


day  of . 19 . in  the( Army  )( Air)  National 

and  as  a Reserve  of  the  (Army)  (Air  Force)  with  membership  in  thefdrmy  National  Guard 


(Years  - Months  - Days) 


. do  solemnly  swear  (or  affirm)  that  I will  support  and  defend  the  Constitution  of  the 


State  at against  all  enemies,  foreign  and  domestic,  that  I will  tear 

to  them,  and  that  I wdl  obey  the  orders  of  the  President  of  the  United  States  and  Governor  of 

and  l hr  orders  of  the  officers  appointed  oeer  me,  according  to  law.  regulation*,  and  the  Uniform  Code  of  Military  Justice.  So  help 


CONFIRMATION  OF  ENLISTMENT 


The  above  oath  wm  suterslhtd  and  d 


To  the  test  at  my  psdgrmeni  and  belief,  coteam  foJflte  ad  legal  requirements,  and  in  enlisting  this  applicant.  I have  strictly  observed  the  regulations  governing  such  eakst- 
meoi  The  ahum  oath,  as  MM  a.  am  read  to  the  applicant  prior  to  subscribing  thereto. 


rvreo  wamc  oraoc/ranr.  ano  oaoamization  of  tNLISTlMG 
OFFICER 


SIGNATURE  OF  ENLISTING  OFFICER 
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Sundird  fuim  NR 

i Re v )unr  1916 i 
Burr  au  r»l  ihr  Bu«i|(r' 
Circular  A \2  < Rrv  i 


I LAST  NAME  PIRST  NAME  MIOOLX  MAMI 

4 HOME  address  i VunUf  i turn  at  RFl>.  Mf  or  low*,  lour  and  Via  la) 


REPORT  OF  MEDICAL  EXAMINATION 


| 2.  GRAM  AND  COMPONINT  OR  POSITION 


1 PURPOSE  Of  EXAMINATION 


1.  IDENTIFICATION  NO 


• DATE  OF  I X AMINAT  ION 


1 RACE 

f.  TOTAL  YEARS  GOVERNMENT  SENVICE 

10  AGENCY 

MILITARY  | CIVILIAN 

12  DATE  OE  MRTH  I)  PLACE  Of  BIRTH 


II  ORGANIZATION  UNIT 


14  NAMI  RELATIONSHIP  AND  ADDRESS  OF  NIXT  OF  KIN 


IS  EXAMINING  FACILITY  OR  EXAMINER  AND  ADDRESS 

17.  RATING  OR  SPECIALTY 


16.  OTHER  INFORMATION 


TIME  IN  THIS  CAPACITY  (Tdalt 


CLINICAL  EVALUATION  notes  (Daaet.ba  a*a,7  abno 

7CTan^acT7J*«r7ir  appropriate  col  TIMM  comminr  Cont.n 

MR".  »NI»r  Hi  if  not  prp/UAlatf  J . HAL 
II  HEAD  FACT  NECK  ANO  V ALP 
II  NOSE 
t»  SINUSES 

21  mouth  and  Throat 

-Jg*  i 'S  •. 

U OOUH5  (PtrloHhaml 

»A  I YIS  GfNIRAL  NfrNlIM 

_____  WWMt  MdP  ./»•«  MjgMED  J 

B OPHTHALMOSCOPIC 
N.  PUPILS  (A.'fua/Xp  a ad  rrarfioR) 

27  OCULAR  MOTILITY  ^***' "**” 

21  LUNGS  ANO  chest  (/nr/tdr  IrnMi) 

If.  HEART  ( 7VuR.  EOF.  rffttlN,  MM  Rtf  El 
M.  VASCULAR  SYSTEM  ( V'artraatlM*.  Efr  ) 

SI.  ABOOMEN  ANO  VISCERA  (Inti a 4*  katntat 
M AWuA  AWQ  A,CTU»  i 

IS  ENDOCRINE  SYSTEM 
14  G u SYSTEM 

JS  UPPER  EXTREMITIES  j^'*"** 

M.  PUT  J 

17  j OWt" eT^.TIE^^^^^J 

M SPINE  OTHER  MUSCULOSKELETAL 
N IDENTIFYING  BOOV  MARKS  SCARS  TATTOOS 
41  SKIN  LYMPHATICS 

41.  NEUROLOOK  I f Irrt*  iMn  lira*  FBI 

42.  F1YCNIATNIC  p^HMlKiENWlin 

EJ  PELVIC  (f  t mat"  eat,,  (CVrA  ham  4anti 
Q VAGINAL  G RECTAL  I 


44  OENTAL  (Plata  appraprtalt  iV«Mi  iHn  ar  Maw  ii«M  af  nrrpt  and  Iwarr  frrl A,  rraprrliwlf  ) 


NOTES  (Oaten  ha  aaatj  abnormality  in  datail  Entat  part  man  t itam  numbar  ba/ora  aacb 
commant  ( ont mua  in  itam  7 J and  ■««#  additional  ahaat*  it  nacaaaary  ) 


(Contmun  in  itam  73t 


O RutaraUt  tarn k 
l~  NammtaraUt  (talk 


X APMfIRP  im* 

YXX-PtfUtH  6f  RMein 


■*  V Plird  ftrtdpr.  bratteu  la 
mmEMt  abtdmraU 


I REMARKS  AND  ADDITIONAL  DENTAL 
I OEFfCTS  AND  DISEASES 


44  CHEST  | RAY  (H*i,  4alt  A Im  nambf  and  rraWli 
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Appendix  D 

MEDICAL  DISQUALIFICATION  STUDY: 
PLANNED  TABULATIONS 

General  Requirement:  All  tabulations  are  to  be  made 
in  terms  of  the  following  ethnic  groups:  Caucasian,  Negro, 
Other.  (See  Appendix  B.) 
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Appendix  D 

MEDICAL  DISQUALIFICATION  STUDY:  PLANNED  TABULATIONS 


i 


1.  Results  of  Examination  by  Type  of  Examinee 

Each  type  of  examinee  (item  1)  will  be  tabulated  separately  by  results  of  examina- 
tion (item  2)  as  follows: 

Stub Spread 


1.  Type  of  Examinee 

a.  Draftee— Preinduction : Not  Pre- 
viously Examined 

b.  Draftee— Preinduction : Previously 
Examined 

c.  Draftee— Direct  Induction 

d.  Draftee  (for  induction)— Qualified 
Preinductee:  Physical  Inspection 

e.  Draftee  (for  induction)— Qualified 
Preinductee:  Lapse  of  Time  (Com- 
plete medical  examination) 

f.  Applicant  for  Enlistment;  Not 
Previously  Examined 

g.  Applicant  for  Enlistment:  Pre- 
viously Qualified 

h.  Conscientious  Objector  (I-O) 

2.  Results  of  Examination 

a.  Qualified:  Physical  Category  A 

b.  Qualified:  Physical  Category  B 

c.  Disqualified  administratively 

d.  Disqualified:  Failed  AFQT  (below 
10  percentile) 

e.  Disqualified:  Failed  additional 
mental  requirements 

f.  Medically  disqualified 

g.  Failed  medical  and  AFQT 

h.  Failed  medical  and  additional 
mental  requirements 

i.  Incomplete  examination  (either 
mental  or  medical) 


(1)  Geographic  Region:  Total;  Each  state 
within  the  region.  Also  U.S.  total 
(all  regions  combined). 

(2)  Geographic  Region  by  AFEES  within 
the  region.  Also  U.S.  total  (all 
regions  combined). 

(3)  Geographic  Region,  by  educational 
groups:  00,  01-03,  04,  05-07,  08, 

09,  10,  11,  12  21,  22-23,  24,  25. 
Also  U.S.  total  (all  regions  combined) 

(4)  Geographic  Region,  by  mental  cate- 
gory: I,  II,  III,  IV,  V.  Also  U.S. 
total  (all  regions  combined). 


(5)  Geographic  Division,  by  single  years 

of  age  (item  8)  17 26,  27  and 

over.  Also  U.S.  total  (all  regions 
combined) 

(Continued) 
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II.  Conscientious  Objectors 

Stub Spread 

Item  Mh  1.  Education,  as  in  1-2  (3),  above 

2.  Mental  Group,  as  in  1-2  (4),  above 


III.  Applicants  for  Enlistment 

Each  of  these  two  types  of  applicants  for  enlistment  (items  I-lf  and  l-lg)  will  be 
tabulated  separately  by  results  of  examination,  as  follows: 


Stub Spread 

Applicants  for  enlistment  Military  service  applied 

Not  Previously  Examined 
Previously  Qualified  By  Results 
of  Examination,  as  in  1-2  above 


IV.  Educational  Attainment  and  AFQT  Scores 

The  following  types  of  examinees  will  be  included: 

a.  Draftees:  Items  I-la  and  I-lc  combined 

b.  Applicants  for  enlistment:  Item  I-lf 
Tabulations  required  for  a.  and  b.,  separately 

Stub Spread 

1.  Education 

00 

01-03 
04 

05-07 
08 

09 

10 
11 
12 
21 

22-23 
24 

Post-graduate 

2.  AFQT 

Mental 

Group  Percentile  Score 

I TTO3 

92-85 
84-80 

II  79-75 

74-70 
69-65 
Subtotal 

— (Continued) — 

/ 

at 


— ■ --  - _ 


Geographic  Region:  Total;  state  within  each 
region.  U.S.  Total  (all  regions  combined). 


The  same  as  in  1,  above 


a. 
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Stub Spread 

Mental 

Group  Percentile  Score 

64-60 

59-55 

54-50 

III  49-45 

44-40 
39-35 
35-31 
Subtotal 


30-25 
24-21 
20-15 
14-10 
Subtotal 

9 
8 
7 
6 

5 & below 
Su  btotal 

3.  AFQT,  by  Education 
as  in  (2),  above 

4.  Inductees 

5.  AFQT  as  in  (2),  above 

6.  Enlistees,  separately  by  military  service 

7.  AFQT,  as  in  (2)  above 


(1)  Height 

Under  58  inches 

58 

59 


Education,  as  in  1,  above,  by  geographic 
region 

Education  as  in  1,  above. 

Education  as  in  1 , above 


Spread 

a.  Geographic  Region:  Total  and  state 
within  each  region.  U.S.  Total  (all 
regions  combined) 


IV 


V 


V.  Height-Weight 

Examinees  to  be  included:  Items  I-la,  1 c,  and  If. 
A.  Height  and  Weight,  separately 

Stub 


81 

82 

83  & above 


( Continued ) 
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Stub  Spread 

(2)  Weight  b.  Same  as  a.  above 

Under  100  pounds 
100-104 
105-109 


290-294 
295-299 
300  & above 

(3)  Weight  vs.  Height,  by  the  following  age  groups:  17-18;  19-20;  21-22;  23-24; 

25-26;  27+ 

Stub  Spread 

Weight,  as  in  la(2),  above  Height,  as  in  la(l),  above 

B.  Accessions  by  the  following  age  groups:  17-18;  19-20;  21-22;  23-24;  25-26;  27+ 

Stub Spread 

Weight,  as  in  la(2),  above  Height,  as  in  la(l),  above 

VI.  Blood  Pressure 

Examinees  to  be  included:  Items  I-la,  lc,  and  1(f)— combined.  All  tabulations  will 
be  made  by  following  age  groups:  17-18;  19-20;  21-22;  23-24;  25-26;  27  and  above. 
The  required  tabulations: 

a.  Systolic  vs.  diastolic 

b.  Systolic  by  height 

c.  Systolic  by  weight 

d.  Diastolic  by  height 

e.  Diastolic  by  weight 

Ranges:  Systolic 

Under  85,  85-94;  95-104 235-244;  245-254;  255  and  over 

Not  recorded 
Diastolic 

Under  55,  55-64;  65-74 135-144;  145-154;  155  and  over 

Not  recorded 

VII.  Medically  Disqualified 

1.  First  Examinations,  by  Diagnosis 
Stub 

a.  Diagnoses:  1st,  2nd  and  3rd  defects  in 
ways: 

(1)  Presentation  codes 

i 

i 


Spread 

1.  Geographic  Region:  Total;  each  state 
within  the  region.  Also  U.S.  total  (all 
regions  combined). 

2.  Geographic  Region,  by  AFEES  wtthin 
the  region.  Also  U.S.  total  (all  regions 
combined). 
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Stub 


Spread 


V 


3.  Geographic  Region,  by  educational 
groups:  00;  01  03,  04;  05-07,  08;  09, 
10,  11,  12;  21,  22-23,  24;  25.  Also 
U.S.  total  (all  regions  combined). 


b.  As  in  a.,  above  (1st  defect  only) 


c.  Geographic  Region,  and  state  within 
the  region.  Also  U.S.  total  (1st 
defect  only) 


1.  Geographic  Region  and  state  within 
each  region,  by  Y and  Z. 

2.  Geographic  Region,  by  A FEES  and  state 
within  each  region,  by  Y and  Z. 

1.  Supporting  Evidence. 


d.  Region  and  Education  (1st  defect  only) 
(as  in  Aa2,  above) 


e.  Geographic  Region  (item  6),  by  AFEES 
(item  2)  (as  in  lc,  above) 


f.  Detailed  Diagnoses  1.  Total  United  States 

2.  Physical  Inspection  and  Reexamination  (Lapse  of  Time) 


Stub 

Diagnosis 

as  in  lAa,  above 


Spread 

Physical  Inspection  Reexamination 
Total  Y Z Total  Y Z 


VIII.  Medically  Disqualified:  items  15f,  15g,  and  15h 

A.  First  Examinations  (items  14a,  14c,  and  14f— combined),  by  Diagnosis 


Stub 

a.  Diagnoses  (First  defect  only) 


b.  Diagnoses  (All  defects:  1,  2,  3) 


c.  Geographic  Region  and  state  within 
the  region.  Also  U.S.  total  (1st 
defect  only) 


Spread 

1.  Geographic  Region:  Total;  each  state 
(item  7)  within  the  region.  Also, 

U.S.  total  (all  regions  combined). 

2.  Geographic  Region,  by  AFEES  (item 
2)  within  the  region.  Also  U.S.  total 
(all  regions  combined). 

3.  Geographic  Region,  by  educational 
groups:  00;  01-03,  04;  05-07,  08;  09, 
10,  11,  12;  21,  22-23,  24;  25.  All 
U.S.  total  (all  regions  combined). 

1.  Geographic  Region  and  state  within 
each  region. 

2.  Geographic  Region  (item  6),  by  AFEES 
and  state  within  each  region. 

1.  Supporting  Evidence 


(Continued) 
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Stub Spread 

d.  Region  and  Education  (1st  defect  only) 

e.  Geographic  Region  (item  6),  by  AFEES 
(item  2).  As  in  le,  above. 

f.  Detailed  Diagnoses  1.  Total  United  States 


B.  Physical  Inspection  and  Reexamination  (Laps*;  of  Time) 


Stub 

Diagnosis 

As  in  Aa,  above 


Spread 


Physical  Inspection 
(Item  14d) 

Total  Y Z 


Reexamination 
(Item  14e) 

Total  Y Z 
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